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This book is dedicated to the global sex 
workers’ rights movement which has and 
continues to demonstrate incredible 
resilience in their tireless advocacy for sex 




Sex workers comprise a diverse population which includes women, men, transgen-
der, and gender-diverse individuals; people living with HIV, people who use drugs, 
people who have experienced incarceration, documented and undocumented 
migrants, and indigenous people and others. Sex work takes place across a wide 
range of different work environments (e.g. brothels, entertainment venues, indoor 
and outdoor public and private spaces, and online). Sex work happens across many 
different socio-cultural, legal, policy, and human rights contexts. Globally, sex 
workers continue to face unacceptable health and human rights inequities, including 
an elevated burden of violence, HIV and sexually transmitted infections, unmet 
sexual and reproductive health needs, and gaps in appropriate primary and mental 
health care. In stark contrast to popular misconceptions, sex workers also exert 
agency in their work and labour mobilisation efforts—including through powerful 
community empowerment initiatives advocating for decriminalisation of sex work, 
improved working conditions, and protection from violence and discrimination.
Whereas the vast majority of research on sex workers’ health needs has focused 
on biomedical and behavioural approaches to HIV and STI prevention and treat-
ment, the broader health and labour needs of sex workers remain much less well 
understood. Research clearly shows the need to move beyond individualistic 
approaches to sex workers’ health to address the crucial influence of structural fac-
tors. These include punitive and criminalised legal and policy environments; stigma 
and discrimination; migration and mobility patterns; disproportionate experiences 
of violence; and unsafe labour conditions. For example, criminalisation of sex work 
in various forms remains widespread across most global settings and is linked to 
negative outcomes including HIV and STI transmission, and increased rates of vio-
lence and mortality among sex workers. Public discourse and policy in many coun-
tries tend to lean toward outcomes that punish sex workers and their clients further. 
This response drives sex workers underground, where unmet health needs and 
unsafe working conditions are worsened rather than improved. This edited volume 
documents an important body of research across diverse global contexts affirming 
the salience of these structural factors in shaping sex workers’ health and labour 
outcomes, indicating that interventions with a corresponding emphasis on 
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 ameliorating these structural inequities are needed to produce meaningful and sus-
tainable improvements.
To inform effective actions to advance the health and rights of sex workers, this 
edited volume aims to provide a comprehensive overview of health and social ineq-
uities faced by sex workers globally; articulate structural determinants of sex work-
ers’ health and occupational outcomes (e.g. legislation, migration, healthcare 
delivery settings); and describe evidence-based interventions and ‘best practices’, 
including the roles of the full decriminalisation of sex work, community empower-
ment models, and multi-level and integrated intervention approaches. This book 
documents the importance of supporting sex workers and their organisations in pro-
moting, defining, and demanding fulfilment their own health and occupational 
needs. To overcome barriers posed by stigma, criminalisation, and other structural 
factors, sex workers in numerous countries are adopting ‘community empower-
ment’ approaches to advocate for their human rights, including their right to non- 
judgmental health care and security of the person. Designed by and for sex workers 
over the last three decades, community empowerment is a framework to guide sex 
workers in diverse settings to move toward collective advocacy for their rights, 
including rights-based health care and recognition of their human and labour rights. 
This book reviews the progress, challenges, and the diverse issues raised by imple-
menting this approach.
 Evidence Gaps and Opportunities Addressed  
by this Edited Volume
This edited volume draws upon both academic and community perspectives to syn-
thesise research evidence as well as lessons learned from regional and local-level 
experiences across different global settings. A rich body of information has docu-
mented the needs of sex workers and ‘best practices’ for reducing them, from both 
academic and community perspectives over the past few decades, including struc-
tural, behavioural, and biomedical interventions. This edited volume strives to bring 
together these understandings to catalyse action and inform future research, policy, 
and programming.
Now, perhaps more than ever, is a time where we need to step up to close the gap 
in sex workers’ health and human rights. The current COVID-19 pandemic has 
exacerbated these longstanding inequities, magnifying the already-precarious con-
ditions in which sex workers work and live. Since the pandemic began, sex workers 
across diverse regions of the world have been facing severe hardship and injustice, 
including a loss of income; increased crackdowns by the state, including raids, dis-
placement, and other forms of police harassment and brutality; and increased stigma 
and discrimination [1, 2]. Sex workers are often unable to access government ben-
efits and supports afforded to other types of workers, such as emergency and ongo-
ing financial employment-related support, particularly in settings where sex work is 
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criminalised. These barriers are further amplified for migrant workers, who also 
face barriers to social protections due to gaps in eligibility for foreigners as well as 
fear that disclosure of engagement in sex work could result in negative conse-
quences when it comes to immigration. For example, in an April 2020 survey con-
ducted by the Butterfly sex work project in Toronto, Canada, 40% of migrant sex 
workers said they were either not eligible to apply for emergency employment ben-
efits during COVID-19 because of undocumented work status or were afraid to 
apply because of criminalised or undocumented work and immigration status; yet 
most reported that they required support for income (71%), food and health support 
(40%), rent (31%), or the operation of a small business (27%) [3]. These and similar 
reports from other contexts worldwide indicate the critical importance of enacting 
policy changes to ensure that sex workers as equal members of society are afforded 
access to social protection schemes, along with rights-affirming health care and 
freedom from police repression and brutality.
At the same time, in 2020, we currently have the tools available to improve sex 
workers’ health and human rights—for example, through ‘treatment as prevention’, 
PreP, and other biomedical advances, we have the biomedical tools to stop HIV 
acquisition and transmission and achieve zero new infections, as per the UNAIDS 
goal for 2030. It is similarly possible to end unwanted pregnancies among sex work-
ers. Yet sex workers continue to be left behind in the HIV response [4]. These goals 
cannot be achieved without addressing underlying and unaddressed gaps in repro-
ductive health and mental health outcomes, exposure to violence, and drug use. 
Unfortunately, the structural factors shaping these outcomes have not declined in 
recent years—for example, criminalisation and stigma toward sex workers. In part, 
the lack of improvement is the result of limited investment by governments, global 
health organisations, and funding agencies. Current opportunities to intervene range 
from mitigating the effects of stigma on individuals and addressing stigma in health-
care settings to decreasing structural inequities through decriminalisation of sex 
work and drug use. Current steps to best support the health and human rights of sex 
workers necessitates moving from rhetoric to action in understanding and address-
ing the structural determinants of health and human rights outcomes among sex 
workers around the world.
 Summary of Approach
This edited volume is underpinned by a unique academic–community partnership 
model, with each chapter reflecting the contributions of both academic and sex 
work community authors identified and contracted through the Global Network of 
Sex Work Projects (NSWP). This approach was developed to address the unequal 
power dynamics shaping dominant approaches to sex work-related research, ser-
vice delivery, and policymaking. The meaningful involvement of sex workers and 




The author teams consisted of academic researchers, sex workers, and sex 
worker-led organisations, who were engaged to collaboratively develop chapters 
drawing upon the diverse perspectives within the author teams to synthesise research 
evidence as well as highlight evidence and lessons learned from the lived experi-
ences of sex workers across different regions.
The NSWP policy team, in collaboration with regional networks, identified com-
munity authors from within member organisations, based on their experience and 
expertise in the topics relevant to sex workers to be covered by each of the chapters; 
bringing into each chapter a wealth of community evidence and knowledge. Initial 
discussions were then held with each potential community author to clarify roles, 
the scope of the work and expectations, and to explore their interest and capacity to 
undertake the work, and outline the technical support that could be offered by 
NSWP policy team to enable their effective participation in the project. The NSWP 
policy team then facilitated introductory calls between the community and aca-
demic co-leads for each chapter.
Community authors were involved in all stages of the chapter development. 
First, in developing the initial abstract with the academic authors, then in providing 
community-based contributions and perspectives (e.g. a community case study) on 
the specific theme of each chapter, illustrating the lived experiences of sex workers 
on national, regional, or global levels. Contributions from community authors were 
planned to complement the work of each academic author, who was responsible for 
synthesising findings of academic research by a review of the literature. Community 
authors were also asked to review and comment on the draft chapters submitted. 
Finally, the chapters were copyedited for plain English by NSWP’s copyeditor to 
make this edited volume as accessible as possible to non-academics.
There are significant benefits to meaningfully involving sex workers as well as 
academics in a robust, participative, and empowering partnership approach—as 
shown by the formation of interdisciplinary teams by using this methodology, and 
by the insights it generated.
The chapters that follow are organised around three primary areas of inquiry. 
Part I aims to describe the burden of different health and human rights inequities 
and lived experiences of these inequities faced by sex workers in different contexts. 
This includes infectious diseases (e.g. HIV, STIs), violence, mental health, drug 
use, and sexual and reproductive health. Part II aims to characterise the structural 
determinants of these health and human rights inequities. This includes bringing 
together the perspectives of sex worker communities and academics regarding the 
roles of law and policy, law enforcement, community empowerment, migration, 
stigma, and health service delivery environments. Finally, Part III ultimately aims 
to describe best practices and promising avenues for future research and inter-
ventions to support the health and human rights of sex workers. This includes syn-
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thesis of academic evidence as well as drawing from key examples from the sex 
worker community on interventions and approaches at various levels of influence—
ranging from individual to community to policy interventions (e.g. sex work 
decriminalisation).
Vancouver, BC, Canada Shira M. Goldenberg
Edinburgh, UK  Ruth Morgan Thomas
Kensington, MD, USA  Anna Forbes
Baltimore, MD, USA  Stefan Baral
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Recommendations to Address Health 
and Human Rights Inequities Faced by Sex 
Workers
Shira M. Goldenberg, Ruth Morgan Thomas, Anna Forbes, and Stefan Baral
Based on a powerful combination of sex worker community and academic evidence, 
this edited volume highlights the unacceptable health and social inequities that sex 
workers in all their diversity continue to face across diverse global and policy con-
texts. The work presented here was guided by a unique community–academic part-
nership, developed to ensure that sex workers’ voices were amplified in describing 
challenges, and presenting solutions and ways forward for research, service deliv-
ery, and policymaking. Interdisciplinary author teams comprised of academic 
researchers, sex workers, and sex worker-led organisations collaboratively devel-
oped each chapter to synthesise research evidence as well as highlight lessons 
learned from local-level experiences across different regions.
This edited volume aims to provide a comprehensive overview of health and 
human rights inequities faced by sex workers around the world. It aims to articulate 
structural determinants of sex workers’ health and occupational outcomes (e.g. leg-
islation, migration, healthcare delivery settings) and describe evidence-based inter-
ventions and ‘best practices’, including the roles of full decriminalisation of sex 
work, community empowerment models, and multi-level and integrated  intervention 
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approaches. The chapters describe an elevated burden of HIV and sexually transmit-
ted infections and drug-related harms; persistent and unacceptable experiences of 
violence and other human rights violations; and significant unmet sexual and repro-
ductive health needs. Importantly, this edited volume also demonstrates that sex 
workers are not passive recipients of such structural inequity and violence, but 
rather actively resist and demonstrate tremendous resilience in the face of these 
harms. Sex workers across diverse global settings continue to mobilise to advocate 
for improved health, safety, and human rights conditions and policy changes—such 
‘community empowerment’ interventions have been identified as a best practice for 
improving sex workers’ health and labour rights.
 Part I: Burden of Health and Human Rights Inequities Faced 
by Sex Workers Globally
In Chap. 2, authors Viswasam, Rivera, Comins, Rao, Lyons, and Baral draw on epi-
demiological studies and the lived experience of sex workers to describe the global 
HIV burden among sex workers and the factors that influence this. It also describes 
coverage of and gaps in interventions to reduce HIV-related inequities faced by sex 
workers over the past decade. This chapter shows that globally, sex workers face a 
disproportionate burden of HIV, and continue to face unacceptable gaps in access to 
HIV prevention, treatment, care, and support services. It also highlights current 
gaps in data, including limited research with communities of cis-men and transgen-
der sex workers, as well as the need for further data focused on the harms of crimi-
nalisation and intersectional risks. Key recommendations include national action 
towards full decriminalisation of sex work and scale-up of community empower-
ment approaches, which remain vital alongside and in tandem with emerging bio- 
medical HIV prevention approaches.
Although violence and other human rights violations are recognised as critical 
public health and human rights violations, global literature on violence against sex 
workers remains scant. In Chap. 3, authors Argento, Win, McBride, and Shannon 
illustrate this through a global overview of literature on violence and other human 
rights violations faced by sex workers, complemented by case studies from commu-
nity partners in the Asia Pacific region. This chapter highlights the need for legislative 
reforms to decriminalise all aspects of sex work, end impunity for those who commit 
violence against sex workers, and ensure that sex workers have legally enforceable 
rights to occupational health and safety protections. The authors indicate the need for 
political commitment to reduce broader structural inequities, uphold anti-discrimina-
tion and other rights-respecting laws, and reduce stigma and exclusion. They also call 
for increased funding to support scale-up of community- led empowerment approaches 
and rights-based strategies to mitigate risk of violence, enable safer work environ-
ments, and uphold human rights among sex workers globally.
Chapter 4 addresses sex workers’ lack of access to sexual and reproductive health 
and rights (SRHR). In this chapter, authors Shapiro and Duff draw on academic 
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evidence and community consultations undertaken by NSWP with sex workers 
across ten countries to examine barriers to achieving SRHR for sex workers. 
Findings indicate that whereas HIV and STIs have been a primary focus of many 
sex worker services and interventions, sex workers face a high burden of unmet 
sexual and reproductive health services across diverse contexts. Multiple factors—
including criminalisation of sex work, a lack of sex worker-specific SRHR models, 
and the stigmatisation of same-sex relationships and gender non-conformance—
contribute to barriers to achieving SRHR. The authors recommend: increasing fund-
ing and support for comprehensive SRHR services designed to meet the needs of 
sex workers of all genders; ensuring access to safe, legal, affordable, and non- 
coercive SRHR services, including abortion; integrating SRHR with HIV and STI 
services as a ‘one-stop-shop’ model; promoting community-led SRH education 
programming for sex workers and their clients; and prioritising broader efforts 
towards full decriminalisation of sex work, community empowerment models of 
SRH care, and anti-stigma and discrimination efforts.
Work by Logie, Wang, Lalor, Levermore, and Williams in Chap. 5 addresses sex 
workers’ mental health, examining mental health outcomes in relation to social 
cohesion among sex workers. In collaboration with two sex worker-led organisa-
tions in Jamaica, the findings generated from research with 340 women, men, and 
gender-diverse sex workers found that enhanced social cohesion was linked to 
reduced depressive symptoms and violence among participants, thus promoting 
their health and safety. Based on these findings and review of the literature, the 
authors describe an urgent need for full decriminalisation of sex work and same- 
gender sexual practices to advance health and human rights, alongside increased 
screening for mental health and scale-up of access to mental health services for 
mitigating the effects of structural stigmas.
In Chap. 6, authors Iversen, Long, Lutnick, and Maher evaluated the health needs 
of sex workers who use drugs, using a systematic review and community case studies 
from the St. James Infirmary in San Francisco. This systematic review of 86 studies 
conducted in 46 countries reveals a pooled prevalence of lifetime illicit drug use 
among sex workers of 35%, with 29% lifetime pooled prevalence among female sex 
workers. The authors note significant gaps existing in the data quality and availability 
in this review. Key recommendations included an urgent need for future research in 
partnership with sex workers to improve the quality and quantity of data on illicit 
drug use among sex workers and guide the creation, implementation, and evaluation 
of programmes and services that meaningfully address the needs of this population.
 Part II: Structural Determinants of Health and Human Rights 
Inequities in Sex Work
Work by Krüsi, D’Adamo, and Sernick in Chap. 7 illustrates how the criminalisation 
and policing of sex work shapes sex workers’ health and safety in the context of 
different legislative frameworks governing sex work around the world. Based on 
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synthesis of research evidence and sex work community case studies from the 
global North and South, this chapter shows how sex workers’ occupational health, 
safety, and human rights are violated and undermined under various criminalised 
models. These models include full criminalisation, as well as ‘end-demand’ models 
that criminalise clients and third parties but not sex workers directly. This chapter 
shows how numerous legislative frameworks sanction and perpetuate structural vio-
lence and negative health outcomes among sex workers. This chapter concludes 
with an evidence-based call for the full decriminalisation of all aspects of sex work, 
and also highlights the need to include sex workers from all segments of the sex 
industry, including those who are marginalised due to racialisation, im/migration 
status, and illicit substance use, in evidence-based policymaking.
In Chap. 8, authors Richter and Buthelezi describe experiences of stigma, denial 
of care, and other human rights violations faced by sex workers within health ser-
vice delivery settings in Africa. They powerfully show that sex workers’ negative 
experiences with health services act as a severe barrier to the right to health and 
quality health care—by inhibiting effective treatment, prevention and support for 
HIV and other health-related needs of sex workers, including sexual and reproduc-
tive health, preventative care, and mental health. In particular, stigmatising and 
discriminatory treatment by healthcare workers and non-clinical staff have a far-
reaching negative impact on sex workers, undermining their wellbeing and access 
to care. In contrast, positive interactions with healthcare providers and health ser-
vices empower sex workers, affirm sex worker dignity and agency, and assist in 
cultivating healthy behaviour and improved health outcomes. The authors con-
clude with recommendations for comprehensive, rights-affirming health pro-
grammes designed in partnership with sex workers, as well as programmes that 
focus on strategic and practical sex worker needs in the African context; these 
programmes should include structural interventions to shift away from outdated 
criminalised legal frameworks and implement violence prevention strategies, psy-
cho-social support services, sex worker empowerment initiatives, and sex worker-
led programmes.
Chapter 9 focuses on the health and social needs of women, men, and gender- 
diverse im/migrant sex workers. Authors McBride and Janushev draw on research 
evidence and community consultations in Europe to showcase the unique concerns 
of im/migrant workers in destination settings, based on their intersecting identities 
as sex workers as well as im/migrants. These concerns include racialised police 
harassment and surveillance, mandatory health testing, economic marginalisation, 
discrimination, and language barriers. Results of community consultations, primar-
ily among male and gender-diverse im/migrant sex workers, illustrate a range of 
obstacles created by such social and structural exclusion, as well as the resilience of 
im/migrant workers in their efforts to resist them. Recommendations for policies 
and programmes include supporting safer indoor sex work environments, removal 
of punitive sex work, immigration, and public health laws and policies that affect 
im/migrant sex workers, and supporting non-stigmatising, sex worker-led educa-
tion, outreach, and services.
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 Part III: Evidence-Based Services and Best Practices: 
Opportunities for Action
In Chap. 10, work by Abel and Healy draw on academic research and experiences 
of the New Zealand Prostitutes Collective to compellingly illustrate how New 
Zealand’s national decriminalisation of sex work promotes best practices for occu-
pational health, safety, and the broader social inclusion of sex workers. In stark 
contrast to criminalised settings, where sex workers fear coming forward to report 
violence due to mistrust of police and fear that they or their workplaces may be 
prosecuted, this work reports improved access to justice and police responsiveness 
to violence against sex workers under decriminalisation. Furthermore, this chapter 
reveals that decriminalisation promotes interagency collaboration to support safer 
indoor work environments and helps to ensure that new sex workers are well 
informed about safe and legal sex work practices. Nonetheless, gaps are noted, in 
particular for migrant workers who are not protected under this law. The authors 
conclude with recommending full decriminalisation of sex work that is also inclu-
sive of im/migrant workers, so that all sex workers may benefit from improved 
occupational health, safety, and agency.
Chapter 11 describes the ways in which community empowerment and mobilisa-
tion strategies have, in the last few decades, become critical tools used by sex work-
ers in many settings to confront the health and human rights challenges they face, 
including HIV, violence, discrimination, and labour rights abuses. In this chapter, 
authors Navarrete Gil, Ramaiah, Mantsios, Barrington, and Kerrigan review the 
literature on community empowerment and mobilisation, highlighting their effec-
tiveness with case studies developed by sex work community organisations 
APROASE in Mexico and Ashodaya Samithi in India. The authors also identify 
several key evidence gaps, including a lack of systematic community empowerment- 
based approaches and evaluation of these efforts for male and transgender sex work-
ers. Key recommendations include efforts to take community empowerment efforts 
to scale and to conduct additional longitudinal evaluation research assessing long- 
term changes across diverse contexts.
Features of sex workers’ occupational environments are known to greatly shape 
health outcomes. In Chap. 12, authors West, Hilton, Montgomery, and Ebben 
describe the health and safety challenges, protective factors, and unique consider-
ations and opportunities associated with indoor sex work. A case study from 
Empower in Thailand, a sex worker-led organisation, outlines the physical and 
 policy components essential to ensuring sex workers’ rights, occupational safety, 
and health in an indoor workplace. The authors conclude indoor venues pose impor-
tant potential for establishing and implementing occupational health and safety 
standards in sex work, and also may provide substantial opportunity for collective 
organising given the close proximity of people working together. However, any 
efforts to improve the health and safety of sex workers must explicitly address the 
structural conditions that lead to power imbalances and which undermine sex 
worker agency and equality. Key recommendations include promoting occupational 
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health and safety within indoor spaces, prioritising sex worker leadership and inclu-
sion through community mobilisation and engagement efforts, and advocacy and 
policy reform to remove punitive policies.
Finally, in Chap. 13, Schwartz, Viswasam, and Abdalla highlight that the inter-
secting and multi-factorial factors that influence sex workers’ health in most set-
tings are too complex to be addressed with single disease-focused interventions. 
This chapter synthesises scientific evidence on existing approaches to designing and 
evaluating multi-level and integrated interventions to improve sex workers’ health, 
which is complemented by sex work community perspectives from the Kenya Sex 
Workers Alliance (KESWA). This chapter highlights the necessity for integrated, 
multi-level public health approaches—including tailored combinations of struc-
tural, behavioural, and bio-medical interventions—to promote improved health out-
comes for sex workers (e.g. HIV, gender-based violence, SRHR). The chapter also 
discusses challenges and considerations in the development and evaluation of such 
interventions, including the need for additional support and prioritisation for mean-
ingful sex worker involvement. The chapter concludes with recommendations for 
further intervention research that incorporates and evaluates structural intervention 
components, as well as the critical need to support increased opportunities for lead-
ership from the sex worker community in setting and implementing this 
research agenda.
 Implications for Policy, Advocacy, and Programmes
Ten high-level, evidence-based recommendations for policy, programmes, and 
research informed by the chapters in this edited volume are presented in Box 1.1. 
We urge policymakers, service delivery organisations, researchers, community 
organisations, and other implementing partners to implement these recommenda-
tions in policy, programmes, and research efforts in the area of sex workers’ health 
and human rights.
Box 1.1 Key Evidence-Based Recommendations of this Edited Volume
 1. Decriminalise all aspects of sex work.
Governments, policymakers, and advocates must actively pursue the full 
decriminalisation of sex work, including sex workers, clients and third 
parties, and the removal of all punitive laws and policies that increase the 
 vulnerabilities of different sex worker sub-populations. Criminalisation is 
a primary driver of the stigma and discrimination experienced by sex 
workers when accessing health services and a major reason for why they 
continue to be disproportionately affected by HIV. Criminalisation also 
deters sex workers from reporting crimes to the police and exacerbates 
abuse and violence from law enforcement officers, as well as enabling 
(continued)
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impunity of all perpetrators of abuse and violence. Criminalisation of sex 
work, HIV transmission, and same-sex sexual activity increases stigma 
and discrimination and causes fear among sex workers that prevents 
them from seeking the health care they need. Decriminalisation of all 
aspects of sex work would significantly reduce the barriers to health for 
sex workers, in terms of both access to health care and meaningful 
involvement in the development of health services aimed at them. It would 
also enable occupational health and safety standards to be rolled out in 
ways that promote the safety, agency, and health of sex workers.
 2. Recognise sex work as work.
Governments should extend all legal protections and labour rights, to 
which all workers are entitled, to sex workers and remove legal and pol-
icy barriers that deny sex workers the protection of employment legisla-
tion, including health and safety protections and anti-discrimination, and 
access to social protection schemes.
 3. Ensure that healthcare services are accessible, non-coercive, and 
responsive to the diversity of sex workers’ needs.
Health is not only the absence of illness, it is wellbeing, and sex workers 
in all their diversity need accessible, non-stigmatising access to health 
care that comprehensively fulfils their right to health. This includes 
access to non- coercive and non-discriminatory sexual and reproductive 
health services, psychological and psycho-social support, specialist 
health services, as well as access to justice and social protection. Sex 
workers are not vectors of disease and must not be treated as such by the 
health system; rather, they are on the frontlines of prevention and are 
contributing members of society. Integrated models of service delivery 
are often more convenient and less stigmatising than individual disease-
oriented models that focus more narrowly on specific conditions (e.g. 
HIV).
 4. End police, immigration, and other state-sanctioned crackdowns, 
surveillance, and harassment of sex workers, third parties, and 
clients.
Alongside longer term efforts towards full decriminalisation, policies that 
address the harms of laws, policies, and practices surrounding sex work 
and immigration are urgently needed. There is a need for the implementa-
tion of local or regional-level ‘non-harassment’ and ‘access without fear’ 
policies that end police and immigration crackdowns, public health sur-
veillance, arrests and prosecutions targeting im/migrant and non-migrant 
sex workers, third parties, and clients. This allows efforts to shift away 
from punitive measures that have been shown to severely undermine sex 
workers’ health and violate their rights, towards community-led efforts 
that will reach and support those most in need.
Box 1.1 (continued)
(continued)
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 5. Build trust and partnerships between the health system and sex 
worker-led organisations.
The organisation and delivery of healthcare services should treat sex 
workers as experts on their own lives and their health needs, and as 
potential service providers, not just service users. Non-stigmatising, non-
discriminatory approaches are best developed by, for, and with sex work-
ers and sex worker-led community organisations. To build more nuanced 
and non-stigmatising relationships between healthcare providers and sex 
workers, ongoing community- led training for providers regarding sex 
workers’ lived experiences, expertise, and needs is recommended. 
Understanding health inequities and the needs of key populations, includ-
ing sex workers, should also be core components of medical education.
 6. Prioritise community empowerment and mobilisation in research, 
programming, and policy.
Sex workers and sex worker-led organisations are the experts on their 
own lives and are ideally situated to inform approaches and deliver ser-
vices that support their needs. Community-based and sex worker-led 
models of health and social services delivery are recognised ‘best prac-
tices’ for meeting sex workers’ needs but are often not prioritised by fund-
ing agencies and health systems. Community empowerment and 
mobilisation should be implemented as critical strategies for advancing 
rights-affirming and evidence-based interventions including full decrimi-
nalisation, non-coercive occupational health and safety standards, 
addressing violence, ensuring access to justice and broader anti-stigma 
efforts.
 7. Support partnership and collaboration between sex worker-led 
organisations and academics, policymakers and programmers com-
mitted to addressing inequities across health, human rights, and 
justice.
These efforts are vital to ensuring balanced and inclusive perspectives 
across research, policymaking, and practice that meaningfully advance 
sex workers’ health and human rights. It is often particularly relevant to 
collaborate with community-led organisations that work for other mar-
ginalised and criminalised groups that are disproportionally represented 
within sex work, such as im/migrants, people living with HIV, people who 
use drugs, lesbian, gay and bisexual, and transgender people, Black, 
Indigenous, and other People of Colour (BIPOC), and women that share 
the core values of the sex worker rights movement.
 8. Ensure access to health and social services and supports for sex work-
ers, regardless of internal mobility or immigration status.
Sex workers require access to critical social services, including eligibility 
for housing, food support, basic income and employment insurance sup-
port, and other vital social services, including support for survivors of 
(continued)
Box 1.1 (continued)
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violence. Despite this need, im/migrant and mobile sex workers are often 
unjustly excluded from these due to restrictions on eligibility, stigma, and 
the lack of recognition of sex work as work. Urgent policy reforms are 
especially needed to ensure these protections for im/migrant and mobile 
workers, who are often unable to access health and social services and 
protection schemes that are dependent on local registration and/or immi-
gration status.
 9. Support sex worker-led, resilient, and evidence-based approaches.
Sex workers show individual and collective resilience, adaptability, and 
resistance in their work, lives, and advocacy efforts. Recognition of these 
strengths and efforts to build on sex worker communities knowledge and 
expertise in programmes, policy, and research are recommended. It is 
also important to ensure that research focused on health and social ineq-
uities faced by sex workers consider sex workers as agents and experts in 
their own lives.
 10. Ensure resources are made available to strengthen capacity among 
sex worker-led organisations to become meaningfully involved in 
research, policy, and programmes.
These efforts are vital to meaningful and successful community empower-
ment and mobilisation efforts, yet they remain woefully under-resourced. 
Many sex worker-led organisations are already engaging in these efforts 
and simply lack the funding to bolster them.
Box 1.1 (continued)
As we finalise this edited volume, we are living in a pandemic that has further 
exposed and exacerbated the inequities and vulnerabilities that confront sex workers 
of all genders around the world. Sex work is a work, and sex workers around the 
world have faced total or near-total loss of income in the context of the COVID-19 
pandemic. Despite sex workers being recognised as informal workers by the inter-
national Labour Organisation, the criminalisation of sex work has resulted in many 
governments taking disproportionate repressive measures against sex workers in 
response to COVID-19, including increasing raids and arrests, compulsory testing, 
threats of deportation, and bulldozing their homes. In the United States, despite sex 
work being legal in some states, sex workers are explicitly excluded from social 
protection offered to other workers. It is imperative that states recognise sex work-
ers, in all their diversity, and ensure that emergency social protection schemes are 
accessible to them.
Health inequities have long defined health and the healthcare access for sex 
workers around the world. The chapters show here that while there have been sig-
nificant investments in clinical and epidemiologic research on sex workers, sex 
workers’ health, and human rights continue to be hampered by limited attention and 
investment in structural interventions. As seen here, the average health and human 
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rights indicators of sex workers remain suboptimal in 2020, a finding at least in part 
explained by inequity in access to health care and justice. In this context, COVID-19 
has rapidly emerged as a major global threat to health. While it was initially thought 
that the pandemic would be the great equaliser as it would not discriminate, it is 
clear that COVID-19 incidence and mortality have rapidly reinforced health inequi-
ties drawn by historical and contemporary injustices. Throughout this book, we 
synthesised the data highlighting specific health and social inequities among sex 
workers driven by criminalisation and other structural factors. In the absence of 
major policy changes, such inequities will likely only be reinforced during 
COVID-19.
Ultimately, advancing the COVID-19 response and saving lives requires that we 
rapidly address inequities affecting sex workers rather than ignoring, or worse, rein-
forcing them. The COVID-19 pandemic provides a stark example of how sex work-
ers are too often excluded from emergency responses and social protection schemes. 
COVID-19 has also clearly shown the critical contributions of sex worker-led 
organisations, who wherever and whenever possible, have launched and imple-
mented emergency responses and mutual aid funds for their communities.
In April 2020, a joint statement was issued [1] by the Global Network of Sex 
Work Projects (NSWP) and the Joint United Nations Programme on HIV/AIDS 
(UNAIDS), which noted the severe inequities and hardships faced by sex workers 
during the current COVID-19 pandemic and called on countries to take the follow-
ing comprehensive set of actions to mitigate these:
• Access to national social protection schemes for sex workers, including income 
support schemes.
• An immediate firewall between health services and immigration authorities in 
order to ensure that migrant sex workers can access health services.
• Emergency financial support for sex workers facing destitution, particularly 
migrants who are unable to access residency-based financial support.
• An immediate end to evictions and access to appropriate emergency housing for 
homeless sex workers.
• Stopping raids on sex workers’ homes and sex work premises and ensuring that 
all measures to protect public health are proportionate.
• An immediate halt to arrests and prosecutions for sex work-related activity, mov-
ing away from punitive measures and criminalisation towards reaching and serv-
ing those most in need.
• An immediate end to the use of criminal law to enforce COVID-19-related 
restrictions, including forced COVID-19 testing and related prosecutions.
• Automatic extensions on visas due to expire as travel restrictions tighten. 
Immigration detention systems must support detainees in safe accommodation.
• The engagement of sex worker communities in responses—the meaningful 
involvement of sex worker-led organisations in emergency public health plan-
ning groups.
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If we are to address the ongoing inequities highlighted throughout all the chap-
ters in this edited volume, then sex worker’s human rights must be protected, 
respected, and fulfilled. Fundamental changes are needed. Policymakers must be 
willing to listen to sex workers in all their diversity, and to review existing policy 
and legislation to ensure the harms identified in each chapter are eradicated. Sex 
workers’ voices must be amplified and respected in decision-making that directly 
affects their lives and work. Policies and programmes must ensure that the agency 
and bodily autonomy, as well as the livelihoods of sex workers, are not undermined. 
It is essential that sex workers are meaningfully involved from the very start of pro-
cesses to develop or review policies and programmes, to ensure existing harms are 
considered and mitigated. Change will also require the recognition of the critical 
role that sex worker-led organisations should play in addressing the inequities and 
identifying sustainable rights-affirming responses that uphold the value and dignity 
of sex workers, which must be appropriately resourced.
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 Introduction
The prevalence of HIV among sex workers is consistently high around the globe. 
The reasons for this high burden are complex, intersecting across lines of the behav-
ioural, social, and structural realities experienced by sex workers of all genders. In 
this chapter, we build on systematic reviews of HIV among sex workers, as well as 
case studies rooted in the lived experience of sex workers and sex work organisa-
tions, to describe: (1) the global HIV burden among sex workers; (2) the factors and 
determinants that influence the HIV burden and risk; and (3) coverage of and gaps 
in interventions to reduce HIV-related inequities faced by sex workers over the 
past decade.
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 Epidemiological Data on the Global Burden of HIV Among 
Sex Workers
Despite overall reported progress towards the ambitious 90-90-90 targets in the gen-
eral population, robust evidence continues to indicate severe unmet global need for 
HIV prevention, treatment, and care services among sex workers. As of 2019, sex 
workers continue to face a disproportionately high burden of HIV compared to 
other adults of reproductive age. A systematic review and meta-analysis by Shannon 
and colleagues published in 2018 found that cisgender women sex workers globally 
experience an HIV prevalence of 10.4% (95% Confidence Interval (CI): 9.5–11.5), 
with the highest regional HIV prevalence estimates reported in Eastern and Southern 
Africa (33.3%; CI: 29.2–37.6), followed by West and Central Africa (20.1%, CI: 
16.7–23.8) [1]. As Shannon et al. report, this prevalence remains unacceptably high 
and is largely unchanged from data reported in 2014 [1]. Although there has been 
some progress, access to services and information is uneven across populations and 
hampered by social and structural barriers [1].
Following Shannon et al.’s meta-analysis reporting data from 2006 to 2017, 19 
additional studies on HIV prevalence were published in 2018, primarily among cis-
gender women sex workers (Table 2.1). These prevalence data indicate overall pat-
terns of HIV acquisition among female sex workers across regions that were similar 
to those noted in the previous reviews. We see the highest prevalence in Southern 
Africa: one study in Soweto, South Africa documented a prevalence of 53.6% (95% 
CI: 47.5–59.9) among 508 sex workers recruited through respondent-driven sam-
pling (RDS) [21]. Another study of 2617 sex workers in 14 communities across 
Zimbabwe reported a prevalence of 59% overall, and saw a significantly lower bur-
den among younger, compared to older, women sex workers (35% vs. 67%) [22]. 
Additional studies in other regions documented burdens similar to the estimated 
regional prevalence in Table 2.1—with 28% in Tanzania [23] and 31.4% in Uganda 
from the Eastern Africa region [24]; 11.5% in Togo from West Africa [2], in South 
America—Brazil: 5.3% [3, 4].
These results largely confirm those presented by Shannon and colleagues—that 
overall, the burden of HIV among cisgender women sex workers remains unchanged 
from what it was over a decade ago.
Differences in HIV prevalence among sex workers across regions partly reflect 
estimates of HIV prevalence among the general adult population in different regions. 
The Joint United Nations Programme on HIV/AIDS (UNAIDS) estimates that 70% 
of people living with HIV globally live in sub-Saharan Africa [1, 5]. Furthermore, 
in different regions, varying levels of poverty, education, HIV-related stigma, access 
to health care, and human rights violations including discrimination and violence, 
all affect uptake of HIV testing, awareness of status, and retention in care and treat-
ment for those living with HIV—which limits the impact of treatment as prevention 
among sex workers [5, 6].
Data on cisgender men and transgender women and men sex workers, while 
growing, remain inadequate, especially as these data are often only available as 
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 sub- samples of cisgender men who have sex with men and transgender women. As 
part of a larger published work on transgender sex workers [7], Scheim and col-
leagues built on earlier reviews [21, 22] with a 2018 global review of HIV preva-
lence data among transgender sex workers. This review identified studies undertaken 
between 2008 and 2015, reporting prevalence estimates ranging 17–34% in major-
ity-sex worker samples of transgender women, primarily in Asia and Latin America 
[10]. In Brazil, survey data stratified by lifetime sex work status found that transgen-
der women sex workers had an HIV prevalence of 39%, compared to 19% of trans-
gender women who did not report sex work [23]. A 2015 review of HIV among 
cisgender men sex workers found that approximately a third of the 52 countries that 
Table 2.1 HIV prevalence among sex workers reported in studies published in 2018
World 
region
Reported HIV prevalence 
(%)
Sex worker 
population First author, year, citation
Asia and Pacific
China 6.8 Cisgender women Dong et al. (2018) [2]
0.92–3.21 Cisgender women Lai et al. (2018) [3]
2.74 Cisgender women Zhu et al. (2018) [4]
Thailand 8.8 Transgender women Seekaew et al. (2018) [5]
11 Cisgender men Goldsamt et al. (2018) [6]
Eastern Europe and Central Asia
Ukraine 6.3 Cisgender women Dumchev et al. (2018) [7]
Middle East and North Africa
Morocco 11 Cisgender women Kouyoumjian et al. (2018) [8]
Eastern and Southern Africa
Kenya 5.6 Cisgender women Becker et al. (2018) [9]
Nigeria 25 Cisgender women Awofala and Ogundele (2018) 
[10]
Malawi 62 Cisgender women Herce et al. (2018) [11]
Angola 8 Cisgender women Herce et al. (2018) [11]
Tanzania 28 Cisgender women Vu and Misra (2018) [12]
Uganda 31.4 Cisgender women Doshi et al. (2018) [13]
Zimbabwe 59 Cisgender women Napierala et al. (2018) [14]
West and Central Africa
Benin 41 Cisgender women Diabate et al. (2018) [15]
Latin America and Caribbean
Brazil 5.3 Cisgender women Szwarcwald et al. (2018) [16]
5.3 Cisgender women Ferreira-Junior et al. (2018) 
[17]
Peru 3 Cisgender men Degtyar et al. (2018) [18]
19 Transgender women Degtyar et al. (2018) [18]
Western and Central Europe, North America
Europe 6.38 Cisgender men Fernandez-Lopez et al. (2018) 
[19]
Portugal 14.9 Transgender women Gama et al. (2018) [20]
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reported HIV prevalence data on men sex workers to the United Nations General 
Assembly reported an HIV prevalence of 12.5% or higher, noting that HIV burdens 
among men sex workers were consistently higher than in men in general [24]. 
Overall, more comprehensive HIV data are needed for cisgender men sex workers 
and transgender sex workers.
 Engagement in Care and the HIV Treatment Cascade
The HIV treatment cascade begins with testing for HIV and, if diagnosed, linkage 
to HIV health services, initiating HIV antiretroviral therapy (ART)—and, in the 
absence of primary and secondary resistance to ART, staying on HIV treatment to 
remain on the path to viral suppression. Recent data demonstrate that there is no risk 
of onward HIV transmission when people have achieved viral suppression. Since 
2010, multiple reviews have summarised available quantitative data on sex workers’ 
engagement in HIV care and treatment [25–27]. These reviews, and updated data 
from studies published in 2018, reveal that 12 countries in total had data collected 
between 2011 and 2016 on cisgender women sex workers [28–35, 43]. One in 
Indonesia also contained data on transgender persons, though they did not report 
data for the subgroup of transgender sex workers [36].
Among sex workers aware of their HIV diagnosis, reports of being currently on 
treatment ranged from 33% in Burkina Faso and Togo to 84.4% in Papua New 
Guinea [37]. Viral suppression, where data were available, ranged from 23% in 
Indonesia and Cambodia to 77.8% in Zimbabwe [38]. While comparing cascade 
data is challenging because of the different definitions used to measure each cascade 
step across studies,1 combined analyses in 2014 assessed ART uptake and adher-
ence among cisgender women sex workers globally [39]. Pooled estimates found 
that about 38% (95% CI: 29–48) of sex workers living with HIV were currently on 
treatment, about 76% (95% CI: 68–83) were adherent,2 and 57% (95% CI: 46–68) 
were virally suppressed [39]. While reported adherence levels were similar to 
women in the overall population [39], less than half of sex workers living with HIV 
were estimated to be on treatment, and two-thirds of them were virally suppressed.
Various studies have documented barriers throughout engagement in care and 
treatment, including intersecting stigmas, inadequate food, and substance use [40]. 
1 Authors of the Mountain et al. analyses used the following definitions for the HIV treatment cas-
cade: ART uptake was defined as the fraction of all HIV-infected individuals or the fraction of all 
ART-eligible individuals who either initiated ART in a specified follow-up period, currently use 
ART, or ever used ART. ART attrition: the fraction using ART who were either lost-to-follow-up, 
died or discontinued ART, or the fraction of treatment-experienced individuals no longer on 
ART. ART adherence: the fraction achieving a pre-defined threshold of adherence (e.g. ≥90%, 
≥95%, 100%). Viral suppression: fraction with undetectable plasma viral load following ART 
initiation.
2 ART adherence was defined by Mountain et al. as the fraction achieving a pre-defined threshold 
of adherence, e.g. ≥90%, ≥95%, 100%, which were available from nine studies.
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Recent results have shown even larger gaps in care engagement among younger sex 
workers. In Zimbabwe, for example, a study comparing sex workers between the 
ages of 18 and 24 to those aged 25 or older found that younger women diagnosed 
with HIV were less likely to be previously aware of their status, to report being on 
treatment, and to be virally suppressed [41]. While HIV testing rates among sex 
workers has increased with knowledge of HIV, there are still documented gaps 
among sex workers in beginning voluntary HIV treatment, with those receiving 
continued support being more likely to stay on treatment and becoming virally 
suppressed.
 Determinants of HIV Among Sex Workers
Broadly, structural determinants of HIV describe higher level, contextual factors 
that influence individual risks of HIV. Known structural determinants of HIV in the 
context of sex work include stigma, violence, criminalisation, and policing prac-
tices. Injecting and non-injecting drug use, also linked to structural determinants, 
play additional roles in HIV acquisition among sex workers.
 Stigma
Stigma is a process by which an individual is labelled based on characteristics that 
may not adhere to socially accepted norms, resulting in reduced well-being and 
opportunities for that individual. Sex workers may experience stigma due to their 
engagement in sex work, HIV status, or other identities and behaviours (e.g. drug 
use, gender identity, sexual orientation, migration status) as well as the intersections 
of these characteristics. HIV-related stigma could be based on actual or perceived 
status of living with HIV.  This can lead to fear or avoidance of health services 
(anticipated stigma) because they associate engaging in care with having experi-
enced discrimination (enacted stigma) at the hands of healthcare providers. 
Mistreatment by healthcare providers may also affect the quality of care provided to 
sex workers. Perceived, anticipated, and enacted stigmas are major barriers to HIV 
prevention, testing, and care for all sex workers, which can also be exacerbated by 
multiple or intersecting stigmas [46, 47].
Identities are often multiple and intersecting, and therefore sex workers may 
overlap with other key populations, including people who use drugs and those with 
non-heteronormative sexual orientations and gender identities. The intersectional 
stigmas faced by more marginalised subgroups of sex workers are a powerful deter-
minant of HIV, warranting further research attention. In Zimbabwe, nine out of ten 
sex workers reported experiencing stigma due to sex work. Those who reported 
experiencing stigma due to sex work also reported experiencing more HIV-related 
stigma than those who did not [42]. In Guatemala, MSM sex workers reported 
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higher levels of discrimination than MSM non-sex workers, and transgender sex 
workers reported significantly higher proportions of discrimination compared to 
both MSM sex workers and MSM non-sex workers, suggesting intersecting stigmas 
due to both gender identity and sex work [49].
Interventions addressing stigma in the context of sex work are therefore critical 
for addressing the HIV burden faced by sex workers. A community intervention for 
female sex workers and healthcare providers in Senegal observed that teaching 
strategies for addressing stigma and discrimination reduced sex workers’ fear of 
seeking health services and inclination to avoid health services [50]. This speaks to 
the need for sex work programmes to address stigma in combination with other fac-
tors to improve HIV prevention and care.
 Criminalisation, Violence, and Policing
National policy-making around sex work has predominantly relied on criminal laws 
and legal frameworks, whether through criminalisation, containment, regulation, or 
eradication [6, 51]. In many settings that criminalise sex work, police arrest and 
harassment have often displaced sex workers and driven them into isolated working 
locations, disrupting support networks, service delivery, and opportunities for risk 
reduction [52]. This results in increased risk of physical and sexual violence and 
higher odds of HIV/STIs [52]. Furthermore, as the case studies in this chapter illus-
trate, sex work criminalisation has also led to the exacerbation of inequalities expe-
rienced by transgender persons, migrants, and sex workers who use drugs.
On the basis of human rights and health evidence, Amnesty International called 
for the full decriminalisation of sex work in 2014 and its separation from the defini-
tion of sex trafficking [53]. Decriminalisation of sex work refers to the absence of 
laws that criminalise selling sex, buying sex, the organisation of and facilitation of 
sex work [53], as well as the absence of other legal oppression [54]. Shannon and 
colleagues highlighted the potential HIV infections averted through decriminalisa-
tion’s downstream effects on work environment, violence, and risk behaviours [55]. 
European countries which have partially legalised aspects of sex work displayed a 
lower HIV prevalence compared to those with full criminalisation [56]. Across sub- 
Saharan African countries, the odds of HIV among cisgender women sex workers in 
criminalised and non-protective settings was higher than in settings in which sex 
work is partially legalised. Furthermore, the effect of stigmas on HIV was higher in 
criminalised and non-protective settings compared to partially legalised settings 
[57]. However, partial legalisation policies in Sweden, Norway, and the UK, where 
clients of sex work and/or third-party managers are criminalised while the selling of 
sex is legal, have also been associated with many of the same HIV risks as full 
criminalisation, reinforcing the need for full decriminalisation to optimise health 
outcomes [58]. European countries with partial legalisation were shown to have 
higher HIV prevalence compared to the sole European country where buying, sell-
ing, and managing of sex work was legalised—Germany [25]. Ultimately, a larger 
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sample size of countries with decriminalisation is needed to fully demonstrate quan-
titative differences in health outcomes by legislative model.
On a global level, individuals who undertake sex work are deeply affected by 
verbal, physical, and sexual violence perpetrated by clients, police, intimate part-
ners, and others throughout their lifetime, both before their entry into sex work and 
during sex work [20, 59]. Violence increases their vulnerability to HIV, especially 
in cases of sexual violence. It also influences sexual risk behaviours, as well as one’s 
access to prevention and care. Experiences of physical and sexual violence through 
a sex worker’s lifetime are strongly associated with higher odds of unprotected sex 
and of acquiring HIV [3, 59–61].
Given the observed association between criminalisation of sex work and health 
outcomes, a recent systematic review and combined analyses undertaken by Platt 
and colleagues assessed 20 quantitative studies looking at the effect of sex work 
laws on health [52]. Repressive policing was linked to higher odds of experiencing 
physical or sexual violence by clients, intimate partners, police, or other parties. It 
was also related to higher odds of unprotected sex and twice the odds of living with 
HIV/STIs. It is particularly linked to the confiscation of needles/syringes, another 
factor increasing HIV risk [52]. Footer et al.’s systematic review of policing prac-
tices also found that experiencing sexual coercion, extortion, and arrest were each 
consistently associated with HIV or STI infection across studies, highlighting the 
role that policing, enabled by criminalisation, plays in HIV vulnerabilities [62]. The 
case study below illustrates some of these experiences.
Case Study 1 Sex Work, Violence, and HIV in Asia
Sex workers of all genders experience high rates of institutional, community-level, 
and interpersonal violence that negatively impact their physical, sexual, and mental 
health. A multi-country qualitative study by the United Nations Development 
Programme, United Nations Populations Fund, and Asia-Pacific Network of Sex 
Workers (2015) highlights gender-based violence as an important ‘push’ factor into 
sex work.
While at work, police violence—including raids and sexual extortion—increase 
the vulnerability of sex workers to client and community perpetrated violence as 
well as to HIV and STIs. Some workers contract STIs from sexual assaults, and oth-
ers sacrifice condom use in exchange for immediate safety from police or client 
violence. An account of a female sex worker in Myanmar describes this.
We had to do without one [a condom] because we couldn’t go out late at nights to buy 
condoms if there was a police project [raid or crackdown]. Sometimes, I have many clients 
on that night and it’s kind of urgent and didn’t have time to find condoms. So I had to stay 
(to provide sexual services) with them without condoms (Female participant in Yangon). 
[26]
Frequently, sex workers who survive police and client violence do not report it, 
fearing that this may result in more violence towards themselves. They may also 
fear violence from healthcare settings and neighborhoods, especially where HIV 
infection is either actual or perceived. In addition to this institutional violence, most 
sex workers in the study reported experiencing intimate partner violence.
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This case study further found that ciswomen sex workers were more likely to 
experience sexual violence related to a perception that they were challenging tradi-
tional gender roles. Transgender and cismen sex workers were more likely to expe-
rience physical violence related to challenging masculinity and heterosexual norms. 
Intervention outcomes that can reduce violence against sex workers include safe 
working environments, education on rights and safety, collectivisation, and access 
to stigma-free health care.
This data, along with qualitative work from New Zealand and New South Wales, 
Australia, where sex work is decriminalised, further demonstrates the need for full 
decriminalisation towards achieving better sex worker health and well-being [63, 
64]. In Senegal, sex work is legalised but regulated through policies that mandate 
registration of sex workers and compliance to monthly health checks. A 2018 study 
noted both positive and negative effects of Senegal’s sex work registration [65]. 
Overall, registered sex workers had higher average earnings due to more sex work 
activity, higher linkage to health services and lower STI prevalence. They had lower 
reported well-being, however, due to the still-prevalent social stigma associated 
with the disclosure of sex work status that came with registration. This reinforces 
Amnesty International’s stance that any regulation of sex work should respect the 
agency of sex workers [53, 65]. Building on the efforts of sex worker movements 
and advocacy organisations as well as existing data, we reiterate the statements of 
Shannon and colleagues: the literature increasingly calls for full decriminalisation 
along with legal protections from exploitation and offers guidance on policy direc-
tions emphasising the health and human rights of sex workers [1, 51].
 Migration
Migration, occurring between or within countries, is prevalent among sex workers, 
due to drivers such as economic needs, armed conflict, family separation, and a 
desire for social mobility or enhanced economic opportunities. Migration may 
influence HIV risk through sexual behaviours, economic vulnerability, and social 
capital through networks, as well as access to prevention and treatment services. 
Migration has been linked to a higher STI burden, likelihood of unprotected sex 
along with barriers to HIV care across settings, and to HIV acquisition in some set-
tings [21, 66], though not all [67]. Migration status also interacts with other factors 
that can amplify the vulnerability of sex workers, as seen with undocumented sex 
workers in Europe in the case study below [68]. Overall, however, data suggest that 
migration has a complex relationship with health outcomes, with factors dependent 
on individual and local contexts [69–71].
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Case Study 2 Migration and Mobility, TAMPEP International Foundation, 
2009 and International Committee on the Rights of Sex Workers in Europe, 
2016
In most European countries, residency permits and health insurance are bound to a 
person’s employment. Sex workers living and working in countries that do not rec-
ognise sex work as work are structurally excluded from the public health system. 
Even where insurance is extended or health care is available, efforts to reach cul-
tural minorities fall short in the absence of language translation services or avail-
ability of printed materials in multiple languages. Additionally, lack of protection 
from deportation reinforces migrant sex workers’ fears of expulsion or residence 
restrictions. Lack of access to health care is compounded by stigma, racism, and 
sexism faced by many when attempting to access preventative services and 
treatment.
When looking at the case of undocumented sex workers, many of these factors 
converge to make them particularly vulnerable to HIV with less access to care, 
where “[r]epressive laws governing sex work paired with anti-immigration policies 
push many migrant sex workers into irregular migration situations which highly 
affects the range of health services available to them in their respective host country. 
The scope of health services granted to migrants in irregular situations is defined by 
national legislations (Surveilled. Exploited. Deported., 2016).”
In sum, strong evidence indicates the key role of structural factors in rendering 
sex workers particularly vulnerable to health inequities. For those living with HIV, 
overlapping structural factors often act as a barrier to accessing and being retained 
in care for sex workers. There remains a need for evidence-based structural inter-
ventions taking a multi-pronged approach, seeking to address healthcare provider 
discrimination, police repression, stigma, and experiences of violence to reduce the 
burden of HIV and barriers to HIV care.
 Drug Use Among Sex Workers
Case Study 3 Sex Workers Who Use Drugs in Seattle, Washington, USA: 
Reframe Health and Justice, 2018
The prominent outdoor sex work market in Seattle is near the outskirts of the city, 
far away from where social services are concentrated downtown. Only one harm 
reduction agency exists along its track, and though Seattle harm reduction pro-
grammes provide medicated assisted therapy (MAT) or MAT referrals, this particu-
lar location is only open for a handful of hours each day, 4 days a week. Seattle is 
among the few US cities that prioritise an ‘end-demand’3 [72] approach to sex work, 
which has resulted in inconsistent diversion from arrest, expansion of 
3 End-demand is defined by the Global Network of Sex Work Projects (NSWP) as a legislative 
model that criminalises the purchase of sex work, while not criminalising the selling of sex work 
(NSWP, 2014).
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 anti- prostitution- oriented services, and decreases in clientele. The combination of a 
harsh sociopolitical environment and lack of services creates a perfect storm for an 
HIV outbreak, which occurred among street-based sex workers who inject drugs in 
this area just months after the passage of a 2018 federal US law restricting the avail-
ability of online advertising venues, thereby decreasing market prices and sex work-
ers’ ability to survive.
Sex workers in this area report experiencing high levels of overdose, as well as 
structural and interpersonal violence. They often must make a decision between 
having unprotected sex or experiencing withdrawal, sleeping on the street, or refus-
ing a meal to their children. Some of these women, both cis and trans, know about 
the availability of Pre-exposure prophylaxis (PrEP), but cannot make it downtown 
during service hours because they must work and make money. Others do not have 
money for transportation or cannot find anywhere to store their belongings during 
the appointment. The lack of affordable housing, unavailability of hepatitis C treat-
ment, and de-prioritisation of syringe service programmes across the state also 
negatively affect behavioural factors specific to this population, including high rates 
of stimulant use.
The overlap of sex work and drug use has been increasingly documented. The 
case study above illustrates the complex challenges facing sex workers who use 
drugs, including an elevated burden of HIV across diverse contexts, including Asia, 
Europe, and North America. Evidence has linked enhanced health-related harms 
among people who use drugs to structural factors—poor access to harm reduction 
and evidence-based drug treatment, criminalisation and repressive policing prac-
tices, stigma, and discrimination—as well as to individual factors, such as a higher 
risk of HIV transmission resulting from impaired decision-making in the context of 
sexual and drug use practices (e.g. unprotected sex, sharing of injecting equipment). 
Reported current drug use among sex workers, including the use of crack, ecstasy, 
cocaine, and injectable drugs including heroin, has been associated with 2–6 times 
the odds of HIV infection, compared to those reporting no drug use or former drug 
use [3, 73].
Cisgender African American women who reported trading sex for drugs alone 
had higher burdens of HIV than those who reported selling or trading sex for eco-
nomic resources and drugs [74]. In Vietnam, 10% of sex workers sampled across ten 
provinces reported ever using drugs. In every province surveyed, sex workers who 
injected drugs had a higher HIV prevalence compared to those who did not, consid-
ering that parenteral transmission (through sharing injecting equipment) comes 
with a higher risk of HIV infection compared to sexual transmission [75]. The over-
lap of sex work and injecting drug use has also been linked to a higher likelihood of 
both drug-related and sexual risk behaviours, including sharing injection equipment 
and unprotected sex [73, 76, 77].
While studies directly linking drug use and HIV among transgender sex workers 
are limited, a New York area study of such sex workers found that a relationship 
between sex work and incident HIV/STI was significantly explained by interrelated 
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effects of drug use, gender-related abuse,4 and depression [78]. This highlights the 
interplay of social and structural determinants driving substance use and subsequent 
HIV outcomes among sex workers [78].
Repressive police practices play a key role in heightening HIV risk among sex 
workers who use drugs [52]. Abusive police practices—such as confiscating safe 
drug use supplies (obtained from harm reduction programmes) as well as condoms 
(considered evidence of sex work)—decrease the ability of sex workers who use 
drugs to practise safe drug use and safe sex. The experiences of sex workers in 
Seattle described at the opening of this section highlights this, and their personal 
statements, in particular, capture how police attitudes affect sex workers’ ability to 
protect themselves against sexual and drug-related HIV risks:
‘They are scared of them for some reason. They treat them like they are an uncapped needle 
when they aren’t even open.’ ‘I had more than 3 condoms and was told that this meant that 
I was a hoe and could be arrested.’ ‘[The police] used to take condoms and poke holes in 
them and still take me to jail. Said that condoms can be used as evidence of prostitution.’ 
[27]
 Coverage of Interventions Addressing HIV Burden
 Community Empowerment Responses
While there have been many sex worker peer-based education programmes for HIV 
prevention, the past decade has also seen a growing emphasis on human rights- 
affirming community mobilisation approaches to improving health outcomes among 
sex workers [79, 80].These approaches recognise the economic and structural deter-
minants affecting sex worker well-being. They depend on processes of empower-
ment and grassroots initiatives born from a collective identity in sex worker 
communities [81, 82].
For HIV prevention and care, this means local sex worker communities are part 
of the process of determining the needs of sex workers, identifying their specific 
barriers to engaging in HIV prevention and care, and leading the implementation of 
programmes designed to address these needs. Kerrigan and colleagues conducted a 
systematic review and meta-analysis of community empowerment responses to HIV 
among sex workers in low- and middle-income settings. They found that the com-
bined effect of community empowerment approaches led to lower odds of gonor-
rhea, chlamydia, and syphilis, a 32% decrease in odds of HIV infection, and triple 
the odds of protected sex with clients, as previously described in the 2018 Lancet 
update [1, 79].
4 Nuttbrock and colleagues defined measurement of “gender abuse” among study participants as 
reported experiences of verbal abuse and/or physical abuse during the previous 6 months that par-
ticipants attributed to their gender identity or presentation [78].
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In India, the Sonagachi project and Avahan initiative involved multiple 
community- based approaches, including provision of peer outreach, behaviour 
change communication, clinical prevention, and management services for STIs [81, 
83–86]. This initiative also involved community mobilisation and structural inter-
ventions including formation of violence response teams, police sensitisation, jour-
nalist and legal training to peers, and establishment of community advisory 
committees who were given leadership and organisational development train-
ing [86].
A round of surveys indicated that women with high exposure to community 
mobilisation activities were more likely to have accessed HIV/STI services, to 
report having protected sex with a client during their last sexual encounter, and less 
likely to be infected with chlamydia or gonorrhea compared to women with low 
exposure [81].
In districts with Avahan programmes, 11,000 sex workers completed surveys and 
testing for HIV in 2005–2006, as did another 11,000 sex workers in 2008–2009. 
Stronger declines in HIV prevalence were seen in districts with larger increases in 
programme coverage between 2006 and 2008, though measures of mortality and 
HIV incidence, which can also contribute to an observed decline in HIV prevalence, 
were not reported [85].
Abriendo Puertas (Opening Doors) in the Dominican Republic and Encontros in 
Brazil provided combination structural and clinical STI/HIV prevention interven-
tions to sex workers [87–89]. These included expanded clinic hours, sensitisation 
training of care providers to create a supportive and enabling environment for sex 
workers, individual- and community-level activities which included peer education, 
counselling, workshops, and social activities building relationships and dialogue 
among sex workers to promote social cohesion. Ten months into Abriendo Puertas, 
a survey of sex workers found that having taken part in the intervention resulted in 
higher odds of protected sex and of reported adherence to ART in the last 4 days, 
from the time of the survey [87]. Participants also reported lower rates of drug and 
alcohol use before sex and more engagement in care although viral load and level of 
retention in care did not change. Additionally, participants who reported higher 
social cohesion (feeling trust and mutual aid within the sex work community) had 
lower odds of having an STI [88]. Encontros programme participants had a higher 
odds of having protected sex with regular clients, and a non-significant two times 
lower odds of incident STI, compared to those who did not participate in the pro-
gramme [89].
Overall, there exists only a handful of community empowerment interventions 
with documented effects on HIV outcomes, and these come with limited scale-up, 
demonstrating a need for greater adaptation and expansion of programmes. Wirtz 
and colleagues modelled the impact of expanding community empowerment inter-
ventions to 65–75% national coverage in the epidemic contexts of Kenya, Brazil, 
Thailand, and Ukraine [90]. They modelled two scenarios: one was a combination 
of empowerment interventions and universal ART expansion implemented on a 
national scale, and the other was the implementation of community empowerment 
interventions alone. The expansion of empowerment interventions was estimated to 
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reduce new infections between 8% and 12% among sex workers across the four 
countries, and, combined with universal ART expansion, reduce new infections 
between 17% and 33% among sex workers across the four countries. These results 
paired with the above case studies demonstrate the powerful role community 
empowerment responses can play in addressing the burden of HIV among sex work-
ers around the world.
 Influence of Access to and Uptake of Biomedical HIV 
Prevention Tools on the Epidemiology of HIV
In response to growing calls for tailored combination HIV prevention among sex 
workers [1, 91], the epidemiology of HIV in sex work is also shaped by scale-up of 
traditional and emerging biomedical interventions such as HIV self-testing (HIVST), 
PrEP, sexual and reproductive health service integration with HIV, and vaginal and 
rectal microbicides. Though studies have documented promising feasibility and 
acceptability of many of these emerging biomedical interventions among sex work-
ers, implementation challenges still exist, and further community engagement is 
needed to inform ethical and sustainable implementation and scale-up. Challenges 
described in the epidemiological literature include negative perceptions of PrEP and 
other tools at the community-, peer-, and individual-levels, clinical side effects, and 
experiences of violence and coercive testing that undermine acceptability, utilisa-
tion, and retention efforts [92–96].
 HIV Self-Testing (HIVST)
Integration of voluntary access to HIVST within comprehensive HIV prevention 
services among sex workers can support the World Health Organization’s (WHO) 
recommendation of frequent HIV testing for early HIV diagnosis and reduction in 
HIV acquisition [97]. In two HIVST randomised controlled trials implemented in 
Uganda [28] and Zambia [29], HIVST was considered acceptable among sex work-
ers, achieved adequate HIV testing coverage, and was preferable to and substituted 
for facility-based HIV testing services [100].
As national and regional health programmes aim to reach 90% testing coverage 
of the 90-90-90 HIV care cascade targets (90% testing, 90% treatment, 90% viral 
suppression among people who live with HIV), HIVST may present an opportunity 
to address suboptimal HIV testing rates and the low proportion of sex workers who 
know their status. However, HIVST also comes with limitations and challenges.
Linkage to care among those testing positive in Zambia was lower in HIVST 
arms when compared to standard of care, illustrating that HIVST may not 
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 substantially improve gaps across the HIV care cascade, especially in contexts 
where HIV testing and linkage to care are already high [99].
A randomised controlled trial among ciswomen sex workers and men truck driv-
ers in Kenya found that, while most participants who tested within the intervention 
arm chose the HIVST option, the cost to offering HIVST was double that of routine 
facility-based HIV testing, largely driven by the high price of test kits [101]. More 
efforts must be made to improve linkage to care following HIVST and reduce test-
ing costs to improve the community-level effectiveness of HIVST among sex 
workers.
 Pre-exposure Prophylaxis (PrEP)
Sex workers have shown high interest in oral PrEP [100] as a prevention strategy for 
HIV. PrEP has been shown to reduce HIV acquisition among heterosexual women 
by up to 79% in clinical trials, and up to 85% in those with detectable drug levels 
[102]. Furthermore, PrEP among sex workers in South Africa had an estimated 
service delivery cost of $136 per person-year, compared to $406 for early ART per 
person-year, demonstrating cost-effectiveness [103].
Clinical trial data, along with real-world implementation data collected among 
men who have sex with men [104, 105], have informed the WHO’s guidelines to 
offer PrEP as part of a comprehensive HIV prevention package in HIV high-burden 
settings [106]. The success of PrEP as an HIV prevention tool depends on adher-
ence. Modelling insights highlight that PrEP adherence by sex workers can achieve 
a level of effectiveness exceeding that of condoms, noting that PrEP will benefit 
reduction in HIV acquisition, even if condom use is reduced [107]. However, out-
side of status-disclosed, sero-discordant partnerships (where only one partner lives 
with HIV), sustained PrEP use by ciswomen sex workers and adult women overall 
has been limited, in both clinical trial and real-world settings [102, 108–111]. PrEP 
demonstration projects among sex workers, adolescent girls, and young women in 
South Africa [103, 112] and among the general population in Kenya [110], have 
shown that the proportion of PrEP maintenance is cut in half by 1-month after initia-
tion and continues to decline during the first 6 months before stabilising [92, 112]. 
The Zimbabwe SAPPH-IRe study had an average PrEP retention period of 4 months 
among ciswomen sex workers enrolled [111], and obstacles to PrEP among sex 
workers have included provider- [103, 113], community- [114], and individual- 
level barriers [113–120]. Limited healthcare provider knowledge, communication, 
and support for PrEP for sex workers [113, 121]—as well as client-level concerns 
over side effects, PrEP-related stigma, awareness, and social pressure from partners 
and peers—have inhibited PrEP use [113, 115]. However, more research specific to 
sex workers is needed to identify and address limitations in the delivery of PrEP 
which prevent sex workers from continuing its sustained use. Modelling suggests 
that the uptake of HIV prevention products like PrEP could result in a decrease in 
the use of condoms in sex work due to a perceived reduction in the utility of  condoms 
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for HIV prevention though PrEP use alone does not prevent unintended pregnancy 
or STIs [119]. This reinforces the need for HIV prevention programming to be part 
of a health service package for sex workers which emphasises provision of STI 
screening and treatment services, reproductive health services offering contracep-
tion, and condom supply along with PrEP availability, to maintain their sexual and 
reproductive health.
 Other Innovations
With growing recognition that pregnancy is common among ciswomen sex workers 
and the majority have at least one child [30–33], there is increasing awareness of the 
need to integrate sexual and reproductive health (SRH) services into sex workers’ 
comprehensive HIV prevention service package [125, 126]. Yet access to a com-
bined SRH service and HIV prevention innovation can be undermined by individ-
ual, social, and structural determinants, a dynamic exacerbated among sex workers 
in conflict-affected settings [127]. Generally, economic evidence on integrated HIV 
and SRH interventions among sex workers is limited, but, where available, inte-
grated services are shown to be highly cost-effective [128].
For other innovative biomedical HIV prevention tools, such as oral PrEP and 
vaginal microbicides, the development of behaviourally congruent products can 
play a primary role in uptake and adherence [94, 129, 130]. Overall, the studies 
described demonstrate that improving comprehensive HIV prevention packages 
with innovative tools means integrating sexual and reproductive health services, 
multi-purpose prevention products, and awareness of structural determinants expe-
rienced by sex workers that affect engagement in care.
 Research Gaps
Studies on the global HIV burden on sex workers and its determinants over the last 
decade have built a substantial body of evidence demonstrating the unmet health 
needs of sex workers. Much of these data have focused on cisgender women sex 
workers, with substantive gaps in data among transgender sex workers, as well cis-
gender men sex workers disaggregated from studies of men who have sex with men. 
Most assessments and interventions have focused on the horizontal transmission of 
HIV among sex workers’ sexual networks and its impact on overall population prev-
alence. Very few have taken into account interrelated issues faced by sex workers as 
parents, including their reproductive health outcomes, and the healthcare access and 
health outcomes of children of sex workers [131]. More research on these topics is 
needed. Additionally, younger sex workers are also vulnerable to experiencing 
many of the same determinants and burdens of HIV/STIs as sex workers overall, but 
are largely understudied.
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Studies have also discussed clients of sex workers as part of sexual transmission 
networks [34, 35], but there remains a dearth of data, particularly in sub-Saharan 
Africa, on the HIV/STI burden and determinants among sex work clients. 
Considering the role of clients in safe sex negotiations and experiences of violence, 
there is a need for more research, and particularly for the development of interven-
tions tailored to reduce HIV/STI risks, violence, and onward transmission among 
clients [134–136].
There remains a need to better integrate HIV health services into more general 
health services for sex workers, including treatment and prevention services around 
obesity and diabetes, tuberculosis, other STIs, and sexual and reproductive health 
[126, 137, 138]. Key HIV comorbidities including tuberculosis, drug use, and 
chronic diseases require this approach, and research indicates that such integrated 
approaches may be most effective in reducing stigma and supporting the diverse 
array of health-related needs faced by sex workers.
Stigma, migration, criminalisation, violence, and associated policing practices 
remain major interrelated determinants of HIV, as well as barriers to engagement in 
the HIV prevention and care continuums among sex workers. Additional action 
must be taken through multilevel interventions that address structural determinants. 
While there have been interventions driven by community empowerment, further 
community-driven research on implementation strategies remains needed to 
improve, expand, and sustain programmes shown to have significant positive effects 
on health outcomes.
 Conclusion
The global response to the HIV pandemic has come with many achievements. 
However, over the last decade, the global response has also increased inequities in 
the burden of HIV by largely limited investment in HIV prevention and treatment 
services specifically dedicated for sex workers of all genders and identities. In par-
ticular, evidence-based and rights-affirming programme and policy responses to the 
HIV prevention and treatment needs of sex workers remain limited. Though there 
has been more research detailing social and structural determinants of HIV among 
sex workers, there is a need for dedicated quantitative and qualitative studies disen-
tangling the complex relationships between these factors, and translation of these 
findings into multilevel interventions for sex workers to improve HIV outcomes that 
move beyond the individual level alone.
Existing community mobilisation approaches to improve sex worker health and 
well-being are encouraging, and major multilateral donors can play a primary role 
in supporting civil society organisations in adapting and scaling up evidence-based, 
rights-affirming programming. However, criminalisation has reduced the ability of 
sex workers to consistently engage in health services and continues to limit the 
reach of sex work-specific programming. Policymakers must step up and respond to 
international and local community voices speaking of the harmful effects of 
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 criminalisation on sex workers and turn to a focus on their health and human rights. 
In the coming decades, the HIV burden among sex workers will continue to be tied 
to the larger HIV pandemic, and addressing the unmet needs of sex workers remains 
essential to the HIV pandemic response.
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Chapter 3
Global Burden of Violence and Other 
Human Rights Violations Against Sex 
Workers
Elena Argento, Kay Thi Win, Bronwyn McBride, and Kate Shannon
 Introduction
Every person possesses the right to freedom from torture, inhumane treatment, and 
the right to recognition before the law. These rights are not invalidated if a person 
sells sex or is suspected of a crime. However, globally, sex workers continue to 
experience disproportionate rates of violence and other human rights violations. A 
systematic review in 2014 identified a staggeringly high lifetime prevalence of 
physical, sexual, or combined workplace violence against women sex workers—
from 45% to 75% [1]. Although these violations of sex workers’ rights remain 
largely overlooked within international agendas on violence prevention, over the 
last decade, sex workers and advocates have upheld the human rights framework to 
document them [2–4]. As a result, increasingly, the unacceptable violence faced by 
sex workers is being addressed in international guidelines [5–7].
The intersection of macro-structural factors (e.g. laws/policies, stigma, poverty, 
racism, transphobia/homophobia, cultural norms) and community-level factors (e.g. 
policing, working conditions, access to health, and peer-led services) influences the 
risks of experiencing violence among sex workers and their access to recourse on a 
global level [8–11]. A recent systematic review identified major structural factors—
the criminalisation of sex work and resulting punitive policing, work environments, 
and gender and economic inequities—as shaping the vulnerability of sex workers 
[1]. Criminalisation is a key determinant of sex workers’ access to safer indoor work 
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environments, supportive third parties, and labour and police protections [1]. 
Criminalisation also contributes to the devaluing of sex workers’ social status, 
which increases their vulnerability to violent perpetrators. Sex workers often hesi-
tate to report incidents to police, due to deep-rooted mistrust and fear of criminal 
charges, stigma, or further abuse [12–16]. This inability to access justice enables 
perpetrators to abuse sex workers with impunity, perpetuating high levels of vio-
lence [16–20].
Guided by a structural determinants framework [8], this chapter provides an 
overview of the socio-structural factors shaping violence against sex workers. We 
summarise findings from academic research, and feature examples of sex workers’ 
lived experiences as well as case studies from Asia-Pacific Network of Sex Workers 
(APNSW), a sex worker initiated and led organisation representing sex worker 
organisations in Asia and the Pacific. In recognising the right to live and work free 
from violence as a human right, we aim to provide an evidence base to inform the 
development of policy and public health interventions to promote safety for sex 
workers worldwide.
 Interpersonal Violence from Clients and Intimate/Non-paying 
Partners
Globally, sex workers of all genders experience elevated rates of violence. Among 
women sex workers working mostly in street-based settings, an estimated 32–55% 
experienced workplace violence by any perpetrator in the last year [9].
Violence experienced by sex workers varies substantially in nature and degree, 
depending on their working environment (e.g. managerial and policy features of 
venues) and community-level factors (e.g. empowerment) [9]. In many settings, sex 
workers experience physical and sexual violence perpetrated by clients and by pred-
ators posing as clients, often during negotiation around the use of condoms. This is 
a violation of sex workers’ labour rights and increases their risk of exposure to HIV 
and sexually transmitted infections (STIs) [21–28]. Sex workers also suffer vio-
lence from intimate partners, including threats of exposure to police as a form of 
domination and control [29, 30]. Global estimates of combined physical and sexual 
violence by intimate partners over lifetime range from 4% to 73% [9], and the homi-
cide rate among sex workers in the USA is approximately 17 times the rate of the 
general population [29]. In Canada’s worst serial murder case, 67 women—most of 
whom were sex workers, and many of whom were Indigenous—were murdered or 
went missing from Vancouver between 1997 and 2002. This case received wide-
spread scrutiny regarding inaction on the part of police and the judicial system, 
reflecting pervasive stigma and the devaluing of marginalised women involved in 
sex work [12].
The following community case study conducted by APNSW describes how vio-
lence from various perpetrators has become normalised a sex workers. This is how 
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one sex worker described an experience of severe physical/sexual client violence in 
Bangladesh:
I am 30 years old. I am a sex worker over the last 8 years in Dhaka. Violence is part of our 
daily lives. We face violence from police, clients, boyfriends, family and the public. There is 
not a single day we don’t face violence. However, two months ago I faced serious violence 
from some clients. A group of 4 people took me in a night in an under-construction building. 
They all were on drugs and also took sex drugs. The first person did sex with me a minimum 
of one hour and I was feeling pain and after the second person, I told them I cannot do sex 
anymore. They were very angry and they forced me to do sex. After the third client I had 
severe pain. I was crying and told them to allow me to go. They become very angry and bit 
me seriously. At one point they pushed a beer bottle in my vagina. I felt serious pain. After 
that I was crying, and then security people came and sent me to home. I was feeling pain 
for two days in my abdomen. I could not tell anyone that inside my body was a bottle. Then 
I called my sex worker friend. She took me to a clinic. The doctor said situation is so serious 
and I needed an operation. It was expensive but my friend helped me to do the operation. I 
am so grateful to my friend.
Qualitative research among street-based sex workers has documented pervasive 
gender inequality and their experiences of psychological dominance by males 
within intimate partnerships. This work underscores the impact of gendered power 
imbalances directly influencing women’s agency and their ability to safeguard 
themselves against risky sexual behaviours. Such behaviour also normalises vio-
lence within the context of multiple forms of oppression such as poverty, racism, 
and economic dependence on partners [31–35]. Qualitative research from India 
among men, trans, and women sex workers has described the ways in which col-
lectivisation and community empowerment can reduce violence from clients and 
police, but also indicates an increase in violence from sex workers’ male intimate 
partners, attributed to those partners feeling threatened by shifts in the balance of 
power in their relationships [36].
 The Impacts of Criminalisation
Punitive, enforcement-based approaches continue to undermine the health of sex 
workers [5, 8, 37]. A Lancet review determined that rights violations against sex 
workers are most profound where aspects of sex work are criminalised [29]. Under 
criminalisation, violence occurring in the context of sex work (i.e. as a workplace 
hazard/harm) is not monitored by any formal bodies; due to this omission, few to no 
legal protections are afforded to sex workers [38]. Violence against sex workers 
often goes unreported and is seldom registered as an offence. In some cases, it is 
perpetrated by police, exacerbating trauma and further restricting sex workers from 
accessing justice, health, or social services [9, 26, 39].
Violence against sex workers is largely shaped by criminalisation and contempo-
raneous stigma, discrimination, and social marginalisation [8, 29, 40]. These struc-
tural factors impact health access and outcomes, leading to heightened physical 
risks (e.g. violence, injury, death, HIV/STIs) [9, 38, 41] and mental health harms 
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(e.g. addiction, depression, anxiety, post-traumatic stress disorder) [42–44]. 
Criminalisation also hinders collectivisation among sex workers, a factor critical to 
building capacity among sex workers and which enables them to negotiate safety in 
the workplace, advocate for labour protections and demand equal access to health 
and social services [36, 37, 45–47].
International bodies including the World Health Organization, UNAIDS, and 
Amnesty International have endorsed the full decriminalisation of sex work as nec-
essary to promoting sex workers’ human rights [5, 7, 48]. Despite this, the dominant 
socio-legal response to sex work remains criminalisation through punitive law. 
Criminalisation models can prohibit all aspects of sex work, or certain aspects, such 
as soliciting, advertising, collective working, or third party involvement [49]. 
Legalisation models—implemented in parts of Australia, Switzerland, Turkey, 
Hungary, Germany, the Netherlands, Nevada (USA), and Mexico—typically feature 
regulatory conditions (e.g. mandatory licencing or registration, mandatory HIV/STI 
testing) that are often discriminatory and enforced through criminal law [29, 49]. In 
1999, Sweden criminalised the purchasing of sexual services (but not the selling of 
sex). This approach focuses on targeting clients and third parties and has generated 
a global wave of such “end-demand” legislation. Initial evidence on the impacts of 
end-demand laws suggest that even policies purportedly designed to criminalise 
only clients and third parties continue to indirectly criminalise sex workers and 
undermine sex workers’ labour conditions, health, and human rights.
Research evaluating the impact of Canada’s new end-demand laws (Protection of 
Communities and Exploited Persons Act; PCEPA) in Vancouver found that sex 
workers had significantly reduced access to health and community-led services as a 
result of the implementation of end-demand criminalisation [50]. Qualitative find-
ings from Sweden and Canada underscore that criminalising clients reproduces the 
harms of full criminalisation models [51, 52]. Similarly, research from France found 
that end-demand laws undermined sex workers’ safety and overall living condi-
tions—exacerbating, rather than reducing, the harms associated with the previous 
laws against soliciting [53]. Conversely, evidence from New Zealand, which 
decriminalised sex work in 2003 (but only for New Zealand citizens), and New 
South Wales, Australia, has highlighted improved workplace safety, working condi-
tions, and access to police protections for sex workers under full decriminalisation 
[54–56].
In Bangladesh, where sex work is legalised and regulated, sex workers face a 
lack of recourse after experiencing violence. The following APNSW case study 
illustrates how a sex worker and “ghorwali” (third party who provides space to sex 
workers and takes commissions) did not feel she could report violence and extortion 
to police.
It was a Friday evening at 8:00 pm; 4 young people entered my house. They said that I’m a 
bad woman and I take clients. At that time, in my house were two girls (sex workers) and 3 
clients. They asked me who are those girls and boys…and started to be slapping the boys. 
The clients were scared and started to cry. The girls were scared too. They took money by 
force from clients… They were shouting and slapping me…telling me if I give them 20,000 
BDT [Bangladeshi taka] and allow them to have sex with the girls then they will leave my 
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house. All 4 young boys did sex with girls by force and we were scared so we could not 
protect them. However, after sex they again asked for 20,000 BDT. In this point, I started to 
cry and…the house owner heard. At this point, they left without money from me.
One night a week later, my client came to my house. All 4 bad boys again entered my 
house. The boys start to slap [my client] and asked 10,000 BDT. They threatened to take 
naked pictures and post on Facebook. The client was scared and gave them 5000 BDT. After 
that, they saw my 15-year-old daughter… they demanded to have sex with my daughter. My 
daughter was scared and started to cry. I called Morzina (HARC [HIV/AIDS Research and 
Welfare Centre] paralegal) and told her to come with police. At this point the bad boys…
said we will go if I gave them 5000 BDT. As they were asking for my daughter, I was scared. 
I gave them 5000 and they left.
After that, I went to HARC office for next steps. They gave me two suggestions, one to 
do a general diary to the police station mentioning their names, or to change house as now 
everybody knew that I was involved in sex work. I took the second option and moved to a 
new house. I am continuing work but not sure what will happen next. I told the house owner 
that I work at HARC office…but I’m not sure how long I can stay in this house.
 Police Repression, Extortion, and Abuse
Criminalisation enables police abuses against sex workers, for example, harassment 
and threats; fines, bribes, or other financial extortion; confiscation of condoms; 
assault; extorting sex under threat of arrest, all of which have been documented in 
diverse contexts [14, 16, 57–63]. Such punitive policing practices have been reported 
by sex workers globally as proxies for enforcement of sex work laws, dynamically 
influencing experiences of violence and the ability of sex workers to negotiate safer 
sexual transactions with clients [22, 24, 64–71]. Trans sex workers are especially 
vulnerable to being targeted by police and are subjected to discrimination and 
greater levels of violence [25, 72, 73].
Among sex workers in Canada, violence by police and enforced displacement to 
isolated outdoor locations are independently associated with their experiences of 
violence from clients [65]. Studies evaluating policing guidelines that prioritised 
targeting clients and third parties over arrest of sex workers in Vancouver, Canada, 
found increased likelihood of rushed negotiations with clients due to police pres-
ence [74], and no reductions in violence [70, 74].
Globally, police are primary perpetrators of violence against sex workers, further 
undermining their access to criminal justice systems. Gang rape and forced unpro-
tected sex by police officers while being arrested and detained have been docu-
mented among sex workers of all genders [21, 28, 30, 39, 75–78]. Estimates of 
police-perpetrated sexual violence vary widely from 7% to 89% [9, 21, 29, 67, 75, 
78]. Police further violate sex workers’ rights by extorting money or sex, frequently 
under threat of arrest [39, 75, 79]. Police harassment has also been independently 
associated with increased odds of workplace violence among sex workers in Canada, 
Ivory Coast, and India [65, 67, 80], and a meta-analysis demonstrated that sex work-
ers who have been exposed to repressive policing were significantly more likely to 
experience violence from clients and others [49].
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The following APNSW case study excerpts describe sex workers’ lived experi-
ences with extortion, severe violence, and detainment by police across diverse coun-
tries. These narratives underscore the urgency of addressing punitive policing 
practices to improve the safety of sex workers.
Over the last 7 years, I faced many different types of violence, but the terrible experiences 
were with police. I was arrested 2 times. The first time was 5 years ago. Police asked me to 
give money but I had no money. After that I was in police station for a night and then trans-
ferred to court. I had no one to help me, I couldn’t even understand what type of allegation 
was against me but had to go to jail for 15 days. I had a 1-year-old daughter and she faced 
serious problems. One of my relative took care of her, but she was poor too, so, my daughter 
could not get proper food for many days. After 15 days when I came back from jail, I was 
afraid to work too, so I spent many days without food. Second time I was arrested 2 years 
ago, with a client. Police only arrested me and did not say anything to the client. However, 
when police put me in the car going to the police station, I jumped from the moving car and 
ran away. We have many experiences but there is no one to listen to our issues. We are also 
human, we have also rights to live like other women, but we cannot because we are sex 
workers.—sex worker, India
In my sex worker life, I’ve experienced many different types of violence. Now, the biggest 
problem is police violence. Police usually arrest us on Friday night, then keep us in the 
police station where there is no food, no water, no toilet, no shower facilities. We often need 
to do sex with police there too. They keep us for two days just to get money and sex. Finally, 
police transfer to court on Sunday. I was arrested on Friday and was in the station for two 
nights. I did sex with two policemen. However, just before transfer to court on Sunday 
morning, my pimp released me from the police station. He told me he spent 10,000 (125 
USD) and I have to pay 15,000 (200 USD) in a year. I could not pay because my income 
was not that high. Finally, I gave back 22,000 (300 USD) in two years. I had to do so much 
work just to give back money, and often I could not eat properly.—sex worker, Bangladesh
I was arrested by police 3 times. First time when I was only 20 years old and just 6 months 
after starting sex work. Police arrested me and kept me in the station for 3 days. I had sex 
with 6/7 police in those 3 days and was in jail for one year. I had to do sex in jail with jail 
police too. After coming back, I started sex work and within a year I got arrested again by 
police, same situation, 3 days in the police station and sex with many police. That time I was 
in jail for 3 months. After coming back, I stopped sex work. I thought, I cannot go to jail 
again as it’s painful. So I got married and thought to continue housewife life. After 2 years 
I got divorced, I had a son, so again I was in a bad situation. I started sex work again. 
Finally, I got arrested in February 2018. After arrest, I called my relatives to loan money to 
get out. One gave money to police so I got released. Now I feel to stop sex work, but on the 
other hand, I need food, and there is no alternative work for me because I am not edu-
cated.—sex worker, Myanmar
 Impact of Violence on HIV/STIs
The failure of the state to protect sex workers from violence and other human rights 
abuses has shaped epidemic rates of violence and HIV/STIs against sex workers 
globally [9, 49]. Violence by any offender reduces the ability of sex workers to 
safely negotiate transactions (e.g. types of sex acts, condom use), constrains their 
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choices and heightens vulnerability [38]. Violence—physical and sexual—is the 
most influential determinant of HIV/STI risk among sex workers, associated with 
inconsistent condom use and refusal by clients to use condoms [45, 81–83].
Violence from the state, clients, individuals posing as clients, or intimate part-
ners—together with unlawful arrest, detention, and discrimination—have severe 
effects on the HIV/STI-related inequities faced by sex workers. Punitive approaches 
to sex work hinder HIV prevention [84, 85], criminalisation, incarceration, and legal 
restrictions on sex work constrain sex workers’ agency and access to safe working 
conditions. They also elevate HIV/STI exposure through increased violence [29, 76, 
83]. In Argentina, India, and China, arrest, extortion, condom confiscation, and 
physical/sexual violence by police have been shown to significantly reduce condom 
use with clients and intimate partners [64, 66, 68, 86]. A global meta-analysis dem-
onstrated that sex workers who experienced police violence faced a significantly 
higher HIV and STI burden [49]. In contrast, modelling estimates indicate that 
decriminalisation of sex work (i.e. removal of all laws targeting the sex industry) 
could avert up to 46% of new HIV infections among sex workers and their clients 
over a period of 10 years [8].
In criminalised contexts, the structural violence of stigma and discrimination 
(e.g. from police and healthcare providers) prevent sex workers from carrying con-
doms and hinder efforts to increase sex workers’ access to health services [21, 77, 
87, 88]. Police surveillance limits sex workers’ ability to negotiate client condom 
use by forcing sex workers to rush transactions and client screening and displaces 
sex workers to isolated locations, increasing their vulnerability [34, 52, 89].
Alarmingly, across global contexts, police use possession of condoms as evi-
dence of sex work to justify arrest, making it difficult for sex workers to safely 
access needed HIV/STI prevention supplies [38, 56, 76]. Condoms have also been 
used as evidence to target third parties and sex work businesses, which can under-
mine sex workers’ access to condoms in the workplace [90].
Community perspectives from ANSWP echo these concerns. For example, the 
following case study describes a sex worker’s experience of police using possession 
of condoms to justify arrest and abuse in Papua New Guinea:
A female sex worker was thoroughly checked by police [...] when she was dressed to go to 
a nightclub to do her sex work. A police car drove by and all of a sudden, stopped and 
reversed to where she was. Two policemen came out with a gun and pointed it at her and 
asked where she was going. One got hold of her small ladies’ bag and opened it up, and saw 
condoms and her makeup. They asked her to get into the car and drove her to the police 
station, locked her up and raped her, and one took photos and videos. She was also asked 
to use her condoms to blow and make balloons and play with them. We finally found out the 
next day after one sex worker called me, the vocal person. When we tried to file the matter 
and take the police to court, the lawyer who was engaged to hear the case never showed up. 
We are still trying to carry out the case, but the sex worker told me she’s scared of the 
policemen in case they will murder her if she’s found alone. My advice to her is that; if we 
take them to court, they will not do that to us and if we ignore, we will face this for the rest 
of our lives.
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 Forced Rehabilitation and Mandatory Testing
Forced or mandatory ‘rehabilitation’ and detention of sex workers often occur under 
the guise of anti-trafficking efforts which conflate sex work (consensual exchange 
of sexual services) with forced sexual labour. Sex workers have faced rape and other 
physical violence during forced rehabilitation (i.e. programmes designed to force 
sex workers to exit/leave sex work) [91], and police have been documented as using 
forced HIV testing as a means of exploitation and harassment, including during 
detention and following police raids [75, 92]. In China, Cambodia, and India, sex 
workers have faced forced confinement, forced labour, forced HIV/STI testing, and 
poor treatment, including unhygienic conditions and denial of medical services [91, 
93, 94]. In China, sex workers and clients have been detained for up to 2 years with-
out trial in the so-called education and rescue centres and subjected to forced labour 
[93], sharply highlighting the hypocrisy of attempts to “rescue” sex workers from 
what the state deems to be exploitative labour. Mandatory HIV testing of sex work-
ers is considered a rights violation by the UN Refugee Agency and UNAIDS, as it 
creates barriers to accessing services by facilitating discrimination against sex 
workers living with HIV [49]. In Nevada, USA, sex workers who test positive for 
HIV can face up to 10 years in prison [95].
 Strategies for Change: A Human Rights Framework 
and Community-Led Interventions
To achieve human rights objectives and address violations such as unacceptable 
levels of violence against sex workers, a human rights framework and an approach 
using structural determinants are required [29, 83]. This means targeting punitive 
laws, policies, and resulting repressive policing. It also requires the promotion of 
enabling environments fostering community empowerment and partnerships, 
whereby sex workers can take collective ownership of programmes to address social 
and structural barriers to health, safety, and human rights [47].
Robust evidence has demonstrated that sex work criminalisation forces sex 
workers into adversarial relationships with police, increasing their vulnerability and 
restricting their access to legal protections [8, 37, 64, 96]. As such, the full decrimi-
nalisation of sex work, reform of policing practices, and facilitation of access to 
safer work environments are urgently needed. In South India, successful commu-
nity-led approaches to reducing violence and HIV, improving access to justice, and 
challenging institutional stigma offer examples of what can be achieved with sus-
tained funding and support [36, 46, 77, 78, 97].
Building on evaluations of community-led HIV prevention interventions con-
ducted in lower-middle income countries (namely India, Dominican Republic, and 
Brazil [47]), community-based and biomedical HIV interventions should be inte-
grated to ensure human rights outcomes and consider rights-related barriers to suc-
cess. Sex workers of all genders should have meaningful roles in these efforts.
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 Case Study: Response to Violence in Asia Pacific
The End Violence against Sex Workers (EVASW) project in Myanmar is a sex 
worker-led, community-based initiative which has proven successful and cost-
effective in addressing factors that contribute to sex workers’ vulnerability to abuse 
(see Box 3.1). However, broader structural changes, such as legal reform, are neces-
sary to facilitate the work of community-led organisations.
Box 3.1 Ending Violence Against Sex Workers in Myanmar
Violence against female and trans sex workers is pervasive in Myanmar, and 
police are both primary perpetrators of violence and key gatekeepers to sex 
workers’ rights. This project aims to improve the safety of and promote access 
to justice for sex workers in four cities across Myanmar, and also aims to 
reduce discrimination and stigma against them, by February 2020. It aims to 
increase sex workers’ knowledge of their rights, empower collective action to 
prevent and respond to violence, and advocate for structural change to reduce 
sex workers’ vulnerability. Key factors to successful reduction of violence 
include greater collective agency among sex workers, enhanced self-efficacy 
contributing to greater use of crisis response mechanisms, and relationship- 
building with stakeholders. In a South-South partnership between APNSW 
members Ashodaya and Aye Myanmar Association (AMA), this approach has 
been adapted to Myanmar’s context and implemented with support from 
APNSW. Because sex work is criminalised in Myanmar, special measures for 
ethics and safety have been taken.
Sex workers have learned about human rights through legal literacy and 
court process workshops hosted by AMA. A violence response team, made up 
of a core cadre of sex worker leaders, has been created. AMA encourages sex 
workers to report violence through the response team and by using technol-
ogy called iMonitor+: a mobile app that sex workers can use to document 
violence with photos and videos. When sex workers report information using 
iMonitor+, the violence response team responds with action. AMA also con-
tinues to work to establish institutional partnerships between the community 
and police to address stigma and discrimination. Through sensitisation work-
shops and advocacy meetings, law enforcement officers gain an enhanced 
appreciation of violence against sex workers, and of their own roles and 
capacity in response. These strategies are in the process of being systemati-
cally implemented within interventions to reduce violence against sex work-
ers in Myanmar. Successes include meetings with police and the uptake of 
reporting and documenting violence against sex workers. AMA has received 
reports of some officers assisting sex workers after learning more about sex 
workers’ lives.
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APNSW and its members have developed a rapid-response programme which 
was pioneered in Myanmar and is now being adapted and implemented in four 
countries in Asia (see Box 3.2). The following excerpts describe how the programme 
in Myanmar (AMA) has provided legal assistance and protection for sex workers 
who have been incarcerated.
I learned about the AMA program 4 months ago when I met with outreach workers down-
town. I learned that AMA helps sex workers from violence and if police arrest them, they 
help them to get released without any money. After this I was thinking about my past. When 
I was 30 years old, police arrested me. I was in jail for one year. I had a 3-year-old boy 
when I went to jail. After release, I could not find my son. Until today, I don’t know where 
my son is! At that time, there was no program, no communication system with anyone from 
jail. Now, the situation is totally changed. I was arrested again in February, and I called my 
outreach workers. The police sent me to court; the AMA legal officer was there and she 
talked for me in court. I got released but my case is still active. I need to go to court twice 
a month but I am free and can work like any other sex worker. Now I think, if this project 
was here 20 years ago, I would not have lost my son. This project is a great help for sex 
workers.—sex worker, Myanmar
I’ve done sex work for the last 8 years. In the past, I was arrested by police and got released 
by spending over 500,000 MMK (500 USD). However, I was arrested in 2017 and the court 
sent me to jail. My case was not finished so I had to come to court twice a month from jail. 
I got an AMA hotline card in jail from another sex worker. I sent the hotline number to my 
daughter, who called and requested help. In January when I came to court, the AMA legal 
officer talked in court about my case. I got released. Now I am free and living with my fam-
ily. My case is still active, but I have no problem because I can work like others. I am so 
happy with AMA; if AMA didn’t help me, I could be in jail for a long time. AMA is saving 
the lives of sex workers in Myanmar.—sex worker, Myanmar
Box 3.2 Ending Violence Against Sex Workers in Bangladesh, Indonesia, 
Myanmar, and Nepal
Safety First is a programme to reduce violence against sex workers, com-
prised of human rights documentation, legal rights training, legal services, 
and a crisis hotline. APNSW implements the Safety First project with four 
established partner organisations: HIV AIDS Research and Welfare Centre 
(HARC, Bangladesh), Organisasi Perubahan Sosial Indonesia (OPSI, 
Indonesia), Aye Myanmar Association (AMA, Myanmar), and Jagriti Mahila 
Mahasang Sanghta (JMMS, Nepal). Over the last 2 years, APNSW has pro-
vided intensive technical support to all four organisations.
Safety First uses rights-based interventions designed by female sex work-
ers, based on their recommendations for the most effective local interven-
tions. It involves four peer-led service components, including a safe space, 
outreach, a hotline, and legal services.
Safety First starts with know-your-rights trainings and legal education held 
in the safe space. Sex workers trained to be paralegals offer legal counselling 
in the safe space every working day. Legal counsellors also document human 
rights violations and proceed with representation in court or pursuing legal 
(continued)
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action on behalf of sex workers. The sex worker community experts devel-
oped a violence reporting form during the regional training. Each quarter, a 
lawyer will come to the partner organisation’s office to meet sex workers and 
explain court procedures, the rights of a person who has been arrested, and 
how sex workers should respond to police harassment/arrest. A lawyer is 
always standing by in court to assist sex workers with pro-bono representation 
and legal advice.
Outreach is conducted in sex work venues by peer educators to promote 
Safety First’s services. Each partner organisation has recruited three peer out-
reach workers for a Rapid Action Team (RAT), who all carry mobile phones. 
Sex workers call the hotline or outreach workers when they experience or 
witness violence. The RAT responds to hotline calls, goes to police stations 
and court when sex workers are arrested, and documents violence using the 
form developed during the regional meeting.
The RAT also conducts advocacy and sensitisation meetings with police, 
building on earlier police advocacy work. These sessions aim to reduce the 
number of sex workers being arrested, by sensitising police to the marginalisa-
tion, stigmatisation, and harassment facing sex workers. Additional advocacy 
meetings take place with high-level commanding officers to create opportunity 
for meaningful exchanges between law enforcement and sex workers.
Safety First team members accompany sex workers who have experienced 
violence when they seek health care, and OPSI, the Indonesian Safety First 
partner, has successfully advocated in medical settings for confidentiality 
around being a sex worker and HIV status.
Safety First has demonstrated success in reducing violence against sex 
workers. In Myanmar, the RAT receives an average of 20 calls each month, in 
addition to calls to the hotline. Sex workers who received legal advice and 
representation from Safety First experienced better outcomes in court. The 
success of Safety First programming demonstrates that community-based 
programmes can effectively reduce violence and its impacts on HIV transmis-
sion within an enabling environment. This programme also demonstrates the 
need to involve higher level stakeholders including governments, NGOs, and 
law enforcement to increase safety for sex workers.
Box 3.3 Lessons Learned from APNSW
APNSW works to end violence by empowering sex workers and encouraging 
collective action, and this approach has demonstrated to generate positive 
results. For example, sex workers now inform one another about police move-
ments by mobile phone, and when police arrest any sex worker, others call the 
hotline to inform paralegals to take necessary action. When police arrest sex 
(continued)
Box 3.2 (continued)
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A 2015 UN and APNSW sex worker-led, multi-country study in Asia Pacific 
produced recommendations on the reduction of violence against sex workers [98]. 
It underscored the need to end impunity among violent predators; strengthen sex 
workers’ access to justice, and improve sex workers’ access to non-discriminatory 
health, HIV/STI, and violence crisis services.
Recommendations for Programming and Policies [98]:
 1. Reform punitive laws and law enforcement practices to uphold sex workers’ 
right to be free of violence
 2. End impunity for those who commit violence against sex workers by holding 
perpetrators accountable for crimes
workers, other sex workers go to the police and try to help them to get released. 
In the past, sex workers would never dare question or confront the police.
As violence is a multi-dimensional issue, multiple partnerships are critical. 
In all four countries, APNSW built meaningful partnerships with government, 
police, and the National AIDS Programme (NAP) under the Ministry of 
Health. NAP clinics in project areas agreed to provide health services to sex 
workers after they have experienced assault. Within the Government sector, 
during township-level inter-governmental meetings, NAP staff strongly high-
lighted the issue of violence against sex workers. These statements also helped 
when it came to advocacy work with police. Global experience shows that 
partnership with Ministries of Health and other stakeholders are essential to 
bring about sustainable institutional change to address violence against sex 
workers.
Access to legal services have direct impacts on community empowerment, 
confidence-building, and overall reduction of violence. Outreach workers of 
APNSW partners found that sex workers at the community level are now 
aware of legal aid services. In Myanmar, community members follow the 
progress of legal cases in the courts through informal sex worker networks. 
These cases build confidence among sex workers, who realise that they are 
not alone—there are people to help them—and this realisation itself is 
empowering. Now, after being arrested, 65% sex workers are released, either 
before being taken to the police station or from the station.
There has been excellent uptake of our hotline and direct calls to outreach 
workers, where sex workers report experiences of violence. APNSW is also 
working with media to promote positive, non-stigmatising reporting about sex 
workers, and is documenting rights violations against sex workers. Over 745 
cases in each country have been documented, and we qualitatively analysed 
each case for use in advocacy with journalists and in Government meetings. 
This process of documenting human rights violations helps to amplify com-
munity voices.
Box 3.3 (continued)
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 3. Strengthen sex workers’ access to justice and support sex worker-led legal 
advocacy
 4. Recognise sex work as legitimate work and ensure that sex workers have legally 
enforceable rights to occupational health and safety protections
 5. Improve sex workers’ access to sexual and reproductive health, HIV and gen-
der-based violence services
 6. Full decriminalisation of sex work to ensure labour rights for sex workers
 7. Uphold anti-discrimination and other rights-respecting laws
 8. Ensure available, accessible, and acceptable health services for sex workers
 9. Address violence against sex workers in all health and HIV programmes
 10. Support community empowerment and sex worker-led programming and 
remove laws restricting sex workers’ ability to formally organise
 Conclusions and Future Directions
Academic literature and lived experiences of sex workers and sex worker-led organ-
isations overwhelmingly indicate that there remains an urgent need to improve the 
safety and human rights of sex workers worldwide. Criminalisation, stigma, and 
discrimination interact to reproduce sex workers’ exposure to violence, and hinder 
efforts to enact change. Community empowerment approaches that facilitate sex 
worker organising are effective strategies to promote sex workers’ rights. 
Interdisciplinary, mixed-method and participatory research is needed to further doc-
ument the impacts of criminalisation and violence on sex workers’ health and their 
access to health and legal services, as well as to inform context-specific interven-
tions. Legislative reforms to decriminalise all aspects of sex work; political commit-
ment to reduce structural inequalities, stigma, and exclusion; and funding to scale 
up sex worker-led services are evidence-based, rights-based strategies proven to 
mitigate risk of violence, to ensure safer work environments, and to uphold human 
rights among sex workers globally.
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Chapter 4
Sexual and Reproductive Health 
and Rights Inequities Among Sex Workers 
Across the Life Course
Ania Shapiro and Putu Duff
 Sexual and Reproductive Health: A Fundamental Human 
Right
The highest attainable standard of sexual and reproductive health (SRH) is a funda-
mental human right [1–4], affirmed through numerous international and national 
laws and mandates including the Universal Declaration of Human Rights [5], the 
International Conference on Population and Development [6], and the Convention 
on the Elimination of All Forms of Discrimination against Women [1]. Sexual and 
reproductive rights recognise the basic rights of all individuals to access informa-
tion, SRH services, and the means and supports to make informed decisions about 
their SRH, including the spacing and timing of children [1]. All individuals are 
entitled to exercise their SRH rights free from coercion, discrimination, and vio-
lence [6]. SRH and rights continue to be featured prominently on the international 
agenda, including in the United Nations’ Sustainable Development Goal number 5, 
which strives to ensure universal access to SRH and rights [7].
Data SourceMuch of the information, including the methods and results contained in this chapter, 
were based on the Global Network of Sex Work Projects’ Briefing paper, entitled “Sex Workers’ 
Access to Comprehensive Sexual and Reproductive Health Services” available at: https://www.
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 Structural Determinants of Sexual and Reproductive Health 
Access for Sex Workers
Sex workers experience a multitude of overlapping structural barriers that impede 
their fundamental SRH rights, including access to SRH care. SRH care encom-
passes a range of services such as: maternal and newborn care (e.g. antenatal, peri-
natal, and postnatal care); family planning services (e.g. contraceptives, fertility 
services, and safe abortions); and services that address HIV/STIs, HPV-related can-
cer prevention, and other reproductive-tract morbidities. The criminalisation of sex 
work is one of the most formidable barriers to SRH care, as it limits access to and 
use of health services [8–10] on the part of sex workers, and undermines their access 
to condoms, including the right to carry condoms and negotiate their use [9, 11, 12], 
either independently or as part of the practice of using dual contraceptive methods 
[13]. Criminalisation can also undermine HIV testing [14], access to social services 
and support [15]; plus, it increases the incidence of HIV/STIs and physical/sexual 
violence [9, 16].
In many settings, the harmful impacts of the criminalisation of sex work are 
compounded by other rights-violating laws and policies, including the criminalisa-
tion of HIV, of same-sex relationships, and of gender non-conformance, e.g. laws 
against “crossdressing” or “impersonating the opposite sex”, which further exacer-
bate SRH inequities among transgender and male sex workers [17].
The widespread criminalisation of sex work is often based on portrayals of sex 
workers as either dangerous, immoral individuals, or as helpless victims—and often 
as victims of human trafficking. Criminalisation, together with the prevalence of 
vilifying depictions of sex workers, has far-reaching implications, perpetuating 
stigma, violence [16], and fueling the exclusion of organisations serving sex work-
ers from receiving HIV and health funding. A striking example of this is the 
U.S.  President’s Emergency Plan for AIDS Relief (PEPFAR’s) Anti-Prostitution 
Loyalty Pledge, which, until 2013, funded only US organisations (and their foreign 
sub-grantees) opposing prostitution, and which continues to restrict funding, to 
organisations outside of the United States.
The SRHR of sex workers are further undermined by policies restricting wom-
en’s SRHR more broadly, including the criminalisation of abortion, and other poli-
cies and efforts which restrict access to safe abortion. In 2017, the Mexico City 
policy—known also as the Global Gag rule—was expanded to include all US gov-
ernment aid, preventing organisations from receiving US funding if they engage in 
any abortion-related activities, including offering abortion information, services, 
referrals, and/or advocating for abortion law reform. Furthermore, organisations are 
excluded from receiving funding even if abortion-related information and services 
are provided by another donor.
The criminalisation and stigmatisation of sex work influence community percep-
tions of sex workers, reinforcing stigma and discrimination both in healthcare set-
tings and in day-to-day life [18]. As a result, sex workers are often denied equal 
access to quality health services and may experience difficulties accessing SRH 
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care across their life course [19–24]. Together, these overlapping structural barriers 
contribute to a lack of targeted services, thus violating the right of sex workers to 
comprehensive and appropriate SRH care.
 Gaps in Comprehensive Sexual and Reproductive Health 
Services Across the Life Course
While sex workers are entitled to the full spectrum of SRH rights, for this popula-
tion, critical gaps in the provision of SRH services remain. Closing the gap in SRHR 
for sex workers continues to be a global priority, with the 2016 Committee on 
Economic, Social and Cultural Rights’ recommendations underscoring the need to 
protect sex workers from violence, coercion, and discrimination, and to ensure their 
access to sexual and reproductive healthcare services across the life course [2].
Nonetheless, at the expense of this population’s broader SRH needs, the domi-
nant view on the part of public health authorities of sex workers as “vectors of dis-
ease” [25] has perpetuated a narrow focus on the prevention, testing, and treatment 
interventions of HIV and sexually transmitted infection (STI). While sex workers 
are particularly vulnerable to HIV and other STIs, they often lack access to routine 
SRH screening, including reproductive-tract screening. Female sex workers, for 
example, are disproportionately affected by high-risk strains of the human papillo-
mavirus (HPV) [26] and cervical cancer [27], but cervical screening among sex 
workers remains low [28, 29].
The gap in SRH screening is particularly pronounced for male sex workers, 
whose SRH needs are poorly understood and are often conflated with those of gay 
men and men who have sex with men (MSM) [30]. The paucity of data on male sex 
workers’ health has contributed to the near-complete absence of targeted SRH ser-
vices, including screening for anorectal STIs and anal cancers [31].
Similarly, while transgender sex workers bear a high burden of STIs [32], includ-
ing HIV (estimates from 2012 placed the global prevalence at 19%) [33], the holis-
tic SRH needs of transgender sex workers are seldom acknowledged. Data available 
on transgender sex workers focus almost exclusively on STIs and HIV [34, 35], and 
are often limited by small sample sizes and/or failure to disaggregate transgender 
women from MSM. The near-complete lack of data on the SRH needs of sex work-
ing transgender men means the SRHR of these workers remain even less visible. 
Transgender sex workers contend with myriad social and structural forces driving 
SRH inequities, including pervasive violence, and gender-related stigma and dis-
crimination, which can occur within health settings [36]. Gender-sensitive SRH 
care, including counselling and referrals to or provision of hormone therapy, and 
other gender-affirming services, are essential SRH services for transgender sex 
workers [37, 38]. Such services remain scarce and, where available, are rarely inte-
grated into existing SRH programming.
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Globally, sex workers experience high rates of unintended pregnancies [39, 40]. 
For example, 53% of sex workers in a Colombian study reported having had at least 
one induced abortion [41]. In a study conducted in Uzbekistan [42], roughly a quar-
ter of sex workers reported having had three or more abortions. Such high rates of 
unintended pregnancies have been attributed to a number of structural factors, 
including criminalisation, gender-based violence, and difficulties negotiating client 
condom use [39–42]. In poorly resourced settings in particular, there is significant 
unmet need for effective contraceptive methods [43–47], especially voluntary 
access to long-acting reversible contraceptives such as intrauterine devices and 
implants. For instance, while 53% of sex workers in a Colombian study reported 
having had an abortion, 17% reported using no contraceptive methods at all [41]. In 
Cambodia, only 10% of sex workers reported using hormonal contraceptives [43]. 
Similarly, a study across three Russian cities documented that only one-third of sex 
workers used contraceptive methods other than condoms [45].
Significant challenges to accessing effective contraception include the availabil-
ity and cost of services, plus the distances involved in accessing them. Due to lim-
ited access to family planning and contraceptive counselling services, sex workers 
may also receive less information about the effective use and potential side effects 
of contraceptives [48]. In some cases, sex workers are not even offered the full range 
of effective contraceptives [25].
Many sex workers also lack access to safe and affordable abortion procedures 
[49–52], particularly in contexts where abortion is criminalised. For example, a 
qualitative study in Brazil revealed that most sex workers seeking abortions used 
illegally acquired misoprostol, and many of these procedures resulted in serious 
health complications including haemorrhaging and the need for hospitalisation [50]. 
There remains a near-dearth of data when it comes to sex workers on the subject of 
their needs or requirements for care post-abortion, despite the high rates of (often 
unsafe) abortion in this population.
The SRH needs of sex workers who are pregnant, parenting, or who wish to 
become pregnant, also remain unmet, including access to essential services such as 
prenatal, delivery, and postnatal care [53]. The SRHR needs of pregnant and parent-
ing SWs remain inadequately addressed in both health systems and research, partly 
owing to public perceptions of sex workers as unlikely or unfit parents. However, 
sex work and parenthood are intimately entwined: many sex workers have children, 
and many support dependent children. One study among Kenyan sex workers 
reported that almost 90% had dependent children [54]. Emerging evidence suggests 
sex workers have pregnancy intentions similar to women in other occupations [55, 
56]. However, numerous social and structural barriers—the criminalisation of sex 
work [57], stigma, and lack of appropriate, low-barrier services—create challenges 
for parenting sex workers by limiting access to and engagement with pregnancy-
related SRH services. Reduced access to safe conception services (including pre-
conception counselling), as well as pre- and postnatal care, may result in serious 
SRH and rights violations at a critical time in the reproductive lives of sex workers 
[56]. Furthermore, personal accounts reveal serious violations to their reproductive 
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choices, including coerced sterilisation and abortions, as well as the disproportion-
ate removal of children from sex workers, due to their parents’ occupation [13].
This chapter draws from research conducted by the Global Network of Sex Work 
Projects (NSWP) for its Briefing Paper, “Sex Workers’ Access to Comprehensive 
Sexual and Reproductive Health Services” [58]. NSWP uses a methodology that 
ensures the grassroots voices of sex workers and sex worker-led organisations are 
heard. While identifying global trends, this process documents issues faced by sex 
workers at local, national, and regional levels. The NSWP Secretariat manages the 
production of briefing papers and conducts consultations among its members to 
document evidence. To do this, NSWP contracts:
• Global Consultants to undertake desk research and global e-consultations with 
NSWP member organisations, coordinate and collate inputs from National 
Consultants, analyse regional differences, and draft the global briefing papers.
• National Consultants to gather information and document country case studies
This chapter presents excerpts gathered from in-depth interviews, focus group 
discussions, and a global e-consultation conducted by NSWP with member organ-
isations in September to October of 2017. National consultants conducted in-depth 
interviews and focus group discussions (FGDs) with 171 male, female, and trans-
gender sex workers across ten countries (Austria, Bahamas, Canada, El Salvador, 
Indonesia, Kyrgyzstan, Namibia, Nepal, Peru, and Rwanda), using a standardised 
interview/FGD questionnaire designed to elicit the experiences of sex workers 
when accessing SRH services. The same questionnaire was distributed throughout 
the NSWP network, garnering 13 responses from NSWP member organisations.
Responses gathered from the interviews, focus groups, and e-consultation were 
analysed to identify global trends, and organised by theme. In this chapter, we pres-
ent the most prominent themes emerging from this consultation, alongside repre-
sentative quotes illustrating each theme. All quotes and findings presented in this 
chapter originate from the NSWP Briefing Paper, “Sex Workers’ Access to 
Comprehensive Sexual and Reproductive Health Services”, and its accompanying 
research.
 Barriers to Accessing SRH Services and Rights: Findings 
from In-Depth Interviews and Focus Groups
 Widespread Criminalisation, Discrimination, and Stigmatisation 
in Healthcare Settings
The direct and indirect criminalisation of sex work was found to simultaneously 
increase the vulnerability of sex workers to violence, unintended pregnancies, and 
HIV and STI transmission, while decreasing their access to SRH services. Fearing 
legal repercussions such as arrest, detention, and loss of child custody, sex workers 
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were found to avoid seeking vital SRH care at critical moments across their life 
course. A Rwandan sex worker described how the criminalisation of sex work in 
Rwanda prevented her from accessing post-exposure prophylaxis, as well as legal 
recourse, after being raped by police officers.
Late one night, I was arrested by two police officers who asked me to have sex with them in 
case I wanted to be set free. When I refused, one of them forced himself on me and raped me. 
I had nowhere to report since sex work is illegal under the Rwandan penal code. Because 
of this, I couldn’t even get post-exposure prophylaxis that is offered to all rape victims. 
Thankfully, I didn’t get pregnant… But I tested HIV positive. I couldn’t believe it since I had 
tried to protect myself against HIV all the years I was in sex work. I went back for another 
test, which confirmed my status. To get infected through rape was heartbreaking.—Female 
sex worker, Rwanda
Criminalisation was also found to fuel stigma and discrimination among health-
care providers, coalescing with moral judgements surrounding sexuality, gender, 
and parenthood. Stigma and discrimination were particularly prevalent in public 
SRH care settings, where medical staff seldom receive sensitivity training surround-
ing sex workers’ health concerns. Upon disclosure or outing of their profession, 
many sex workers reported changes in the attitude of staff towards them, lower qual-
ity of care, or even denial of services.
I went to the ER with a lot of abdominal pain and was denied services because I was a sex 
worker. They told me they had to finish with the rest of their patients first before providing 
me with assistance.—Female sex worker, Peru
I was sent back number of times by the health providers when I went in for family planning 
because most of the time I was drunk and a very well-known sex worker. I was told to 
change the person I am, and only then can I be helped.—Female sex worker, Namibia
Due to widespread homophobia and transphobia, male and transgender sex 
workers face even greater stigma and discrimination in SRH care settings.
… The doctor… lifted up my pullover and noticed that I had no breasts. She started telling 
me that my lifestyle was wrong. I was born a man and thus I should be a man. I shouldn’t 
wear skirts or use makeup… After that incident I am really scared of going to a clinic.—
Transgender sex worker, Kyrgyzstan
As a result, many sex workers chose not to disclose their profession to healthcare 
workers, or they avoided seeking care altogether.
 Lack of Tailored and Integrated SRH Services
By and large, the NSWP community consultation confirmed that the healthcare 
available to sex workers remained limited in scope and failed to address the popula-
tion-specific SRH concerns. Comprehensive SRH services, including pregnancy 
care, reproductive cancer screening, and hormone therapy, were rarely integrated 
with HIV and STI programmes, requiring sex workers to travel to multiple locations 
to address their various concerns. Moreover, as public health services were aimed 
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towards the general population, and specialised non-governmental SRH pro-
grammes remained scarce, critical gaps persisted in the coverage of sex workers’ 
SRH care.
In Nepal, where a large portion of female sex workers have been affected by 
cervical cancer, the lack of information and accessible SRH services was reported 
to contribute to higher mortality rates.
… (Sex workers) are not very aware of treatment for cervical cancer, as they think that it 
cannot be detected in advance. They have seen that many female sex workers have died of 
cervical cancer… There are only a few clinics for female sex workers that are providing free 
cervical screenings, and they are difficult to reach from residential areas.—Jagriti Mahila 
Maha Sangh, Nepal
The unique SRH needs of male and transgender sex workers were rarely 
addressed in both public and non-governmental health settings, exacerbating ineq-
uities and isolation for these populations. As one male sex worker described,
In SRH services, we male sex workers have no type of access… because we are not consid-
ered within the health care system… We are struggling to be included in health care pro-
grams specific to our work activities and our masculinities. We can only access health care 
as MSM (men who have sex with men), and only from a pathologized approach in HIV/
AIDS, not in an integrated way.—Asociación Goover, Ecuador
The lack of targeted, non-judgemental SRH care also increased sex workers’ 
reliance on self-medication. Due to the unavailability of supervised hormone ther-
apy and other gender-affirming treatments, many transgender sex workers chose to 
self-medicate, risking long-term health consequences such as thromboembolism, 
liver dysfunction, breast cancer, and coronary artery disease. The sharing and reus-
ing of injection supplies may also put transgender sex workers at greater risk of HIV 
and Hepatitis C transmission.
We, trans women … have to buy syringes used by veterinarians so that we can inject hor-
mones, since in our country, in our region, there is no hormone treatment.—Transgender 
sex worker, Peru
 Harmful and Coercive SRH Policies
Mandatory testing and treatment of HIV and STI occur in many regions of the world 
where sex work is legalised and criminalised. This violates the bodily integrity of 
sex workers and reinforces unequal power dynamics between provider and patient. 
In Austria, sex workers explained that, in order to work legally, they were required 
to undergo weekly STI tests and quarterly HIV tests at government-run facilities. 
This policy eroded their trust in healthcare systems, and discouraged sex workers 
from speaking openly about their SRH concerns.
This (testing) center is more of a (means) to control sex workers’ bodies than it is a health-
care and counseling space.—Sex worker, Austria
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Even in the absence of formal mandatory testing and treatment policies, coercive 
practices were still widespread. In Ecuador, health centres frequently required sex 
workers to take HIV and STI tests in order to receive free condoms—undermining 
the concept of voluntary testing and further restricting access to already-limited 
sexual health supplies.
In our country there is a practice to obtain condoms, which is to force us to take a voluntary 
test, and only then can we access condoms. There is also a shortage of (prevention) supplies 
and many problems to obtain them.—Coalición de Trabajadores Sexuales de Quito, Ecuador
In other cases, healthcare professionals forced or coerced sex workers into under-
going abortions or sterilisation procedures, blatantly infringing upon their bodily 
integrity and right to bear children. At the same time, in regions of the world where 
abortion is prohibited or restricted, sex workers may risk their lives and health by 
using illegal service providers. While the criminalisation of abortion affects all 
women, sex workers may be particularly impacted by this due to their increased 
susceptibility to sexual violence and reduced access to contraceptives.
Every type of abortion is punishable and sex workers, if they want to practice, have to go to 
clandestine clinics where they risk their lives and health.—Asociacion de Mujeres Las 
Golondrinas, Nicaragua
 Logistical and Practical Barriers to SRH Care
Given that the majority of SRH services available to sex workers are offered at pub-
lic healthcare centres targeting the general population, the location of clinics, their 
opening hours, and the fees they charged were often found to be incompatible with 
the reality of sex workers’ lives.
A typical situation is such that after working at night, sex workers sleep during the day, and 
the opening hours, for example, of the state dermatovenereological center, are only until 
3pm.—Tais Plus, Kyrgyzstan
To address their various needs, many sex workers needed to travel long distances 
due to SRH services being scattered across multiple locations. Sex workers 
explained that this factor could result in reduced uptake and adherence, as well as 
income loss. For individuals living in rural or poorly resourced areas, these logisti-
cal barriers were compounded.
A very small percentage of (sex workers) referred to HIV testing centers from general clin-
ics will actually arrive there at the end of the day.—Avenir Jeune de l’Ouest, Cameroon
Some sex workers described accessing select SRH services at mobile health clin-
ics located near their places of work. While convenient, some of these clinics were 
poorly designed, with inadequate consideration given to sex workers’ privacy. As a 
result, sex workers who relied on these clinics for their SRH care may not have been 
afforded the same level of confidentiality as patients from the general population.
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I receive my results in the corner of the room and I’m scared that the others will hear some-
thing about me… when we do VCT (voluntary counseling and testing) in this facility they 
should partition the room… not give us our results in the corner of an open room where 
others can listen.—Female sex worker, Indonesia
Costs for comprehensive SRH care, including non-barrier contraceptives, mater-
nity care, abortion, hormone therapy, PrEP, and other medications, were found to be 
prohibitive for some sex workers. Even where affordable subsidised SRH care was 
available, many sex workers lacked the necessary identification, residency, or 
employment documents to benefit from these programmes. In countries where sex 
work is a regulated profession, such as Austria, mandatory national health insurance 
costs were found to be inaccessible for some sex workers, and did not always cover 
essential services such as maternity care.
Some months, I don’t earn so much. I can’t afford to pay the bill (the Social Security 
Service) sends me.—Sex worker, Austria
 Supporting the SRH Rights and Needs of SWs: Community 
Recommendations
Grounded in the lived experiences of sex workers globally, these narratives shed 
light on the tremendous impact that overlapping structural barriers play in con-
straining sex workers’ access to comprehensive, rights-based SRH services. Echoing 
international guidelines, the sex workers and sex worker-led organisations partici-
pating in the NSWP consultation highlighted a number of recommendations to bet-
ter support the SRH needs and rights of sex workers [58]:
 1. “Decriminalize sex work, HIV transmission, and same-sex sexual activity, and 
depathologize transgender identities”. [58]
The criminalisation of sex work, same-sex relationships, and HIV continues 
to trigger a cascade of harms, including reduced access to SRH services due to 
fears of legal repercussions, judgement, or harassment. As such, participants 
pointed to the decriminalisation of sex work as essential to improving sex work-
ers’ SRH and rights [58].
A decriminalised legal framework can promote the SRH and rights of sex 
workers in a number of ways. Alongside mitigating the harms of stigma within 
communities and healthcare settings, the legal empowerment of sex workers, 
LGBTQ people, and people living with HIV can support sex workers’ ability to 
organise and advocate for conditions and SRH services that best suit their needs 
[59]. Decriminalisation of sex work can facilitate the implementation of sex 
worker-led structural SRH interventions, including access to safer indoor work-
places. Such access may subsequently enable the provision of rights-based SRH 
services at or close to sex work venues, confer protection from client-perpetrated 
violence, and offer a level of control and privacy necessary to fulfil sex workers’ 
reproductive rights [60, 61]. The Global Network of Sex Work Projects has 
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advocated for the decriminalisation of sex work for 25 years. Numerous interna-
tional organisations have followed suit in recommending decriminalisation, 
including WHO, UNAIDS, UNFPA, UNDP, and Amnesty International [62].
 2. “Remove barriers to accessing public health care systems for migrant sex work-
ers, as well as individuals who cannot provide formal proof of income or employ-
ment”. [58]
Restrictions surrounding public health services prevent sex workers from 
accessing essential SRH care. As a result, migrant sex workers may depend on 
limited NGO programming or emergency-room services for their SRH needs.
 3. “Eliminate mandatory and coercive HIV and STI testing and treatment policies”. 
[58]
The pervasive stigma around sex work, including portrayals of sex workers as 
vectors of disease, often manifests as mandatory and/or coercive HIV/STI test-
ing policies [63]. Coercive HIV testing, or the surreptitious testing for HIV by 
healthcare workers or police without obtaining consent from sex workers [64–
66], violates sex workers’ rights to bodily integrity. Such practices also foster 
their distrust in authorities and further excludes sex workers from vital SRH 
services. Similarly, mandatory HIV/STI testing policies also undermine the right 
of sex workers to make autonomous choices regarding their own SRH.
Sex workers when consulted recommended the elimination of mandatory and 
coercive HIV/STI testing and treatment policies, including HIV/STI testing and 
treatment without consent. These recommendations strongly align with the 
WHO and UNAIDS statement on HIV testing and counselling, which opposes 
mandatory and coercive HIV and STI testing, and emphasises the importance of 
adhering to the “5 C’s”—consent, confidentiality, counselling, correct test 
results, and connection/linkage to prevention care and treatment [67].
 4. “Address the stigma and discrimination that female, male and transgender sex 
workers experience from mainstream SRH services”. [58]
Stigma and discrimination remain pervasive in SRH health settings, particu-
larly mainstream services, and continue to hamper access to and retention in, 
care. To support the SRH rights of sex workers, healthcare providers should 
receive specialised training focused on providing non-judgemental and gender-
sensitive care tailored to the needs of the sex workers of all genders. Qualitative 
findings from Argentina suggest that specialised healthcare provider training 
focused on the needs of cis and transgender sex workers has improved provider–
patient relationships and has contributed to increased uptake and continued 
engagement in HIV care [65].
Addressing stigma and discrimination within SRH care settings is crucial. 
However, multilevel interventions, including structural interventions, are essen-
tial to stemming stigma relating to sex work, gender, and HIV status within the 
community.
A promising policy intervention to reduce gender-based stigma towards 
transgender sex workers is Argentina’s “Gender Identity Law”, rolled out 2012, 
which acknowledges the basic right of transgender individuals to personhood. 
The law recommends universal coverage for transition-related health care and 
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allows individuals to change their name on legal documents (e.g. identity cards 
and birth certificates). Since this law was enacted, reports from transgender sex 
workers suggest improved patient–provider attitudes and relationships, and 
improved access to health care [66], including retention in HIV care. 
Acknowledging that a shift in attitudes on the part of the community and care 
providers takes time, there is an immediate need for the development of sex 
worker-led systems to redress the ongoing stigma experienced by sex workers 
within healthcare settings [58].
 5. “Increase funding and support for comprehensive SRH services and programs 
designed to meet the needs of sex workers of all genders”. [58]
Advance a holistic approach to comprehensive SRH services for sex workers that 
extends beyond HIV and STI testing and treatment. [58]
In line with UNAIDS recommendations [66], there is a need to improve fund-
ing for and access to comprehensive, sex worker-specific SRH services, which 
should be integrated with other essential services, including HIV/STI program-
ming. Moving away from a strict focus on HIV/STI services, there is a need for 
comprehensive services that holistically address sex workers’ broader SRH 
needs and rights, as defined in the Sex Worker Information Tool (SWIT) [38].
 6. “Ensure access to safe, legal, and affordable abortion and post-abortion ser-
vices”. [58]
Action is needed to ensure access to safe and affordable abortion and post-
abortion care for sex workers. Restrictions on abortion may lead women to risk 
their health through the use of informal methods of termination.
 7. “Integrate SRH care with HIV and STI services in line with a ‘one-stop-shop’ 
model”. [58]
To address logistical barriers to accessing services, including the need to 
travel long distances to obtain fragmented services, sex workers highlighted the 
need for SRH services to be integrated into HIV and STI services in a “one-stop-
shop” model. While questions remain regarding the best model for SRH service 
integration, and more evaluations of the effectiveness of integrated SRH models 
are needed [53], emerging research suggests such an approach could improve 
uptake of broader SRH services [49, 68, 69].
 8. “Promote SRH education programming for sex workers and their clients”. [58]
Targeted SRH information is essential to fulfiling the right of sex workers to 
informed SRH decisions and improving their access to SRH services. SRH 
 education targeting clients, particularly surrounding safe sex practices, is also 
critical, and reduces the burden of educating clients that sex workers currently 
shoulder.
 9. “Prioritize funding for community empowerment models of SRH services”. [58]
It is imperative that the voices of sex workers steer the development and 
implementation of SRH programmes and services affecting them. Community-
led SRH models can take many forms, including outreach programmes, drop-in 
centers, peer educators and navigators, and sensitisation trainings for medical 
personnel, with sex workers’ collective ownership being a hallmark of these 
initiatives. Community-led HIV/STI approaches have been linked to positive 
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SRH outcomes, including reduced HIV/STIs and increased condom use by 
 clients, while also addressing social and structural barriers to SRH and 
rights [58].
Sex worker-led interventions that empower sex workers and foster commu-
nity engagement with key stakeholders have also been found to help reduce 
stigma and violence towards sex workers [68, 69]. In collaboration with Durbar 
Mahila Samanwaya Committee, the Sonagachi project in Kolkata is an example 
of such an approach. The multifaceted intervention included a number of key 
components, including community-level interventions that: articulated sex 
workers’ rights; involved sex workers as staff, programme leaders, key decision-
makers; and facilitated the sex workers’ organisation as an occupational employ-
ment group [70]. Together, these initiatives contributed to improving sex 
workers’ collective social power and reducing stigma [70]. Another important 
feature of Sonagachi’s success and sustainability included the involvement of 
and careful negotiations between sex workers and influential “non-sex worker” 
interest groups, for example, madams, local clubs, healthcare providers, and 
funding agencies. Acknowledging and managing existing power relations in this 
manner has had numerous benefits, including the reduction of stigma [71]. This 
important work is being continued by the Durbar Mahila Samanwaya Committee.
Despite the immense promise that community-empowerment models hold, 
increased political and financial support for community-led SRH models is 
urgently needed, alongside the removal of regressive policies (e.g. PEPFAR 
APLO, Mexico City Policy) and laws (e.g. the criminalisation of sex work), 
which impede sex workers’ ability to organise, and limit the funding and scope 
of sex worker-led SRH services [58].
 Conclusion
Sex workers around the world continue to face serious SRH inequities, which are 
shaped by a lack of comprehensive, integrated, and non-judgemental SRH care tai-
lored to their diverse needs. To date, the broader SRH needs of sex workers have 
been neglected, with existing efforts focused narrowly on HIV/STI prevention. 
Limited access for sex workers to comprehensive and integrated SRH services rep-
resents a serious violation of their fundamental right to obtain the highest attainable 
standards of SRH. This limitation points to the urgent need for political action to 
close these gaps. Such efforts need to tackle the structural barriers that drive gaps in 
the SRH of sex workers, including criminalisation and other rights-violating poli-
cies, stigma, and violence. At the same time, these efforts must empower sex work-
ers to shape and lead the SRH policies and programming that affect them.
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Chapter 5
Exploring the Protective Role of Sex Work 
Social Cohesion in Contexts of Violence 
and Criminalisation: A Case Study 
with Gender-Diverse Sex Workers 
in Jamaica
Carmen H. Logie, Ying Wang, Patrick Lalor, Kandasi Levermore, 
and Davina Williams
 Background
Sex workers experience stigma and marginalisation across global contexts. With claims 
of sex work being among the oldest professions in the world [1], there is a long history 
of stigma directed towards sex workers [2–4]. Stigma contributes to the precarious 
nature of sex work, producing social, legal, and work environments that increase expo-
sure to violence while reducing access to legal support and health care [5–7]. The 
convergence of stigma and violence targeting sex workers contributes to disparities 
when it comes to their mental and sexual health. Client violence and stigma have been 
associated with depression among sex workers [8]. A systematic review examining 
HIV vulnerabilities among transgender (trans) sex workers noted that the convergence 
of violence and stigma against sex workers compromises sexual health [5].
Sex work is criminalised in many countries across the world [9, 10]. The crimi-
nalisation of sex work presents profound barriers to sex workers when it comes to 
accessing healthcare services and legal support [7]. Due to a lack of legal protections, 
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sex workers may experience violence from clients, community members, police and/
or intimate partners, with little recourse to justice [11]. This may be exacerbated for 
sexually and gender-diverse sex workers in contexts such as Jamaica, where not only 
sex work but also same-gender sexual practices are criminalised [12]. Studies from 
China report high prevalence of gender-based violence among sex workers, with 
associated harms including physical (e.g. chronic pain and injury), reproductive (e.g. 
unwanted pregnancy) and mental (e.g. post-traumatic stress disorder and depression) 
health outcomes [13]. A study from India reported that physical, verbal, and sexual 
violence from intimate partners and others were associated with suicide attempts and 
self-harm on the part of sex workers [14]. The convergence of violence and mental 
health challenges can reduce the ability of sex workers to negotiate safer sex prac-
tices, such as condom use [14–16].
Sex workers have identified that community-based empowerment interven-
tions—initiated and led by sex workers—number among effective strategies towards 
reducing barriers to their health and well-being [17]. These strategies can provide 
education and peer-support. There is an evidence-base documenting the association 
between improved health among sex workers and sex worker social cohesion [17, 
18]. Social cohesion is a complex concept that emphasises “sense of belonging” 
among people within a given society or community, and which may be leveraged to 
reduce violence and challenge injustices, including criminalisation and human 
rights violations [19]. Within this context of social cohesion, social support and 
mutual respect can facilitate knowledge sharing and other social norms that work 
towards promoting health. Social cohesion can also reduce barriers to accessing 
healthcare services [20].
Social cohesion when it comes to sex work is multifaceted and includes mutual 
aid and support. Social cohesion among sex workers is associated with increased 
odds of condom use and reduced HIV acquisition in countries including India [18], 
Swaziland [17], and Canada [16]. A study in Eswatini (Swaziland) [17] found that 
social cohesion among sex workers was associated with increased condom use, 
reduced social discrimination, and reduced police violence [17].
As several studies have reported in China [13, 21], India [14], and Jamaica [15], 
violence against sex workers contributes to mental health challenges and reduced 
condom use. Fewer studies have explored associations between social cohesion 
among sex workers and their mental health outcomes, which is important to exam-
ine, considering that social cohesion appears to have mental health benefits among 
general populations. A cross-national analysis of World Values surveys spanning 69 
countries studied the associations between social capital and trust within a country 
and the health of its citizens [22]. Among some European countries, higher social 
capital was associated with improved health outcomes [22]. A longitudinal analysis 
in South Wales, UK [23] examined the correlation between social cohesion in 
neighbourhoods and individual mental health. They found that neighbourhoods 
with higher social cohesion were linked with the improved mental health of indi-
viduals. It is plausible that social cohesion among sex workers would similarly be 
associated with improved mental health outcomes in this group.
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This chapter address the knowledge gaps regarding associations between social 
cohesion among sex workers and improved mental health and reduced exposure to 
violence. We provide a case example from Jamaica, a salient context within which 
to examine the experiences of cisgender men and trans women sex workers, who 
experience both sex work criminalisation and criminalisation of same-gender sex-
ual practices [12]. The objectives of this chapter are to: (1) explore a case study 
reflecting the lived experiences of a sex worker in Jamaica; (2) examine findings 
from a community-based study among gender-diverse sex workers in Jamaica (cis-
gender men and women, and transgender (trans) women) that assesses social cohe-
sion among sex workers and its associations with stigma against sex work, mental 
health, harassment and arrest by police, and exposure to violence; and (3) discuss 
implications for activists, researchers, and service providers working with sex work-
ers in diverse global contexts. This chapter begins with the case study, followed by 
empirical findings from a community-based research project. We end by discussing 
implications for practice and future research.
 Case Study: Human Rights Violations Experienced by a Sex 
Worker in Jamaica
The following case study was compiled following in-depth conversations with 
members of the Sex Worker Association of Jamaica (SWAJ), conducted by chapter 
author Patrick Lalor of SWAJ. Largely based on the narrative of one person, the 
overall goal of this case study is to share a snapshot of the life of a sex worker, with 
a focus on human rights experiences and social cohesion among sex workers. It can-
not and does not aim to capture the lived experiences of all sex workers in Jamaica 
and may only reflect some elements of the realities shared by cisgender women sex 
workers in this country. The narrative is written in the third person to reflect the 
retelling of these lived experiences by practitioners and academics.
In the heart of Kingston, Jamaica, in an inner-city community called “Back to”, 
a single mother struggled to support seven children. Her eldest daughter, Maria,1 
could not regularly attend school as she needed to care for her younger siblings 
while her mother worked. Maria started doing sex work when she was 18 years old, 
having dropped out of school when she became pregnant at 16. Although she became 
pregnant as a minor, despite the fact that sex with minors is an offence under 
Jamaican law, there were no legal consequences. A decade ago, when she was 20, 
Maria migrated from Kingston to Montego Bay to advance her sex work career. 
Over this decade Maria has had three other children, and reports experiences of 
abuse, legal involvement, rape and other forms of violence.
On a cold dark night in 2011 on the streets of Montego Bay, Maria was at her 
regular spot sourcing clients when a car pulled up and the driver asked if she was 
1 Name changed to a pseudonym to protect privacy.
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doing business. After negotiating, she got into the car and the client drove to a 
remote location and then ordered her to get out. They went into what appeared to be 
an abandoned building and to her surprise there were three other men there wait-
ing. One of them pulled out a gun and ordered her to remove her clothes. He 
informed her that if she did not comply, he would kill her. She did as she was ordered, 
and all four men raped her. She begged them not to kill her and did everything they 
commanded. After they were finished, one of the men searched her purse, took all of 
the money she had on her, including payments from two prior clients, and also took 
her phone. The men all left in the car. Maria was distraught, and in a strange and 
unknown place. She wandered in the dark until she saw a familiar landmark. She 
managed to hail a cab with a driver that she was familiar with, and he dropped 
her home.
Maria confirmed that, even though many sex workers in Jamaica face serious 
and commonplace incidences of violence and abuse, they never go to the police. She 
recounted experiences of three of her colleagues: the first, Mary,2 went to the police 
to report being raped and was subsequently arrested for engaging in sex work. 
Angela3 was raped by the police and told if that she tried to report this, she would 
be arrested, as sex work was illegal. The body of another colleague, Jacky,4 was 
found on a beach after she had left her regular spot with an unknown client. In the 
midst of this trauma, in 2014, Maria lost custody of two of her children when she 
was declared an ‘unfit mother’ by child protective services, after the father of one of 
her children reported that she was a sex worker. There was no evidence indicating 
that she was endangering her children or causing them any harm—according to 
Maria, her children were removed due to the stigma of her being a sex worker. 
Maria visits her children, who are in state care, monthly but feels deep grief and 
loss every time she visits, as she is forced to leave them behind.
Maria reported that she had a nervous breakdown in 2015. So much was hap-
pening in her life, and she had no one to talk to. She found solace in meeting with 
fellow sex workers who gather nightly to share stories and frustrations. These meet-
ings often involve alcohol, cigarettes and marijuana while waiting for the next cli-
ents. While these regular meetings help to ease the pain of struggles in everyday life, 
going back to reality is often challenging.
In 2016, a sex work club was raided, and Maria was the only sex worker arrested. 
A friend of Maria’s, Gloria,5 was familiar with the Sex Work Association of Jamaica 
(SWAJ) and contacted SWAJ who then intervened on Maria’s behalf. Maria reported 
that the officer who arrested her had sex with her on numerous occasions and 
refused to pay. He warned Maria that if she refused to have sex with him, he would 
arrest her. A couple of weeks earlier, Maria had been standing on the corner with 
other sex workers when this same officer pulled up in a private vehicle and asked 
2 Name changed to a pseudonym to protect privacy.
3 Name changed to a pseudonym to protect privacy.
4 Name changed to a pseudonym to protect privacy.
5 Name changed to a pseudonym to protect privacy.
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her to get in. Maria refused, and when he tried to force her, the other sex workers 
began arguing and fighting him. He left, promising Maria that he would ‘get her’ for 
this. With SWAJ’s assistance, Maria was not charged. Yet later that year, Maria was 
arrested by the same officer and charged for loitering in a public place; she pleaded 
guilty and was fined and released. At this point Maria began feeling suicidal. She 
started to engage with SWAJ, and describes this as a turning point in her life. Maria 
attends legal literacy sessions for sex workers with SWAJ; in these sessions she first 
heard the phrase “sex workers have rights too”. Maria met sex workers who were 
empowered—they filed police reports, sought justice and advocated for sex workers’ 
human rights.
Maria began receiving psycho-social support from SWAJ via support groups and 
sessions with a psychologist, and she describes this as what “keeps her going”. She 
shares her experiences of violence and abuse with others at the sex worker support 
groups at SWAJ, where she has the opportunity to meet others with similar experi-
ences. Maria describes SWAJ as ‘her family’. Through her involvement with SWAJ, 
Maria is more aware of the laws that criminalise sex work. She still lives in fear of 
losing her two other children to state custody due to the existence of laws that crimi-
nalise living off the earnings of prostitution and being habitually in the company of 
a prostitute, resulting in direct implications for her children. Maria has witnessed 
many sex workers’ children removed to state custody, and having this personal expe-
rience herself, she understands the resulting mental health impacts. Recently, Maria 
described being chastised by a nurse at a public health facility for engaging in sex 
work. She left the facility without receiving the services she required and returned 
accompanied by a SWAJ representative. While advocating for her own rights, Maria 
continues to provide support to, and receive support from, other sex workers.
 Findings from a Community-Based Research Study with Sex 
Workers in Jamaica
We conducted a community-based research project in collaboration with the SWAJ 
and Jamaica AIDS Support for Life, with a peer-driven recruitment sample of cis-
gender men, trans women, and cisgender women sex workers in Kingston, Montego 
Bay, Ocho Rios, and surrounding areas. We hired and trained sex workers, including 
trans women, cisgender women, and cisgender men, as peer research assistants. 
Peer research assistants helped to refine the survey through pilot testing, distributed 
the study information to their networks, and conducted a tablet-based, cross-sec-
tional survey of 30–40 min in duration to explore social and structural factors asso-
ciated with health and well-being. Inclusion criteria comprised the following: 
self-identifying as a sex worker (exchanging sex for money or goods); living in 
Jamaica, residing in or nearby Kingston, Ocho Rios, and Montego Bay; and being 
18  years of age and older. We used multiple convenience sampling methods, 
 including venue-based recruitment through advertising the study via word-of-mouth 
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at Jamaica AIDS Support for Life and SWAJ. We also used snowball sampling by 
notifying participants that they could invite other sex workers in their networks to 
participate. No print advertisement was used. The study was approved by research 
ethics boards at the University of Toronto and the University of the West Indies.
 Measures
The primary explanatory variable was sex work social cohesion, using a 14-item sex 
work social cohesion scale [24] (range: 15–54; Cronbach’s alpha  =  0.78  in this 
study). Examples of items included the following: On a scale of 1 (strongly dis-
agree) to 4 (strongly agree), you can count on your colleagues if you need to:
“borrow money”
“ask someone to accompany you to the doctor or hospital”
“help you deal with a violent or difficult client”
Outcome variables included depressive symptoms, violence from clients and 
intimate partners, and police harassment/arrest. Depressive symptoms in the last 2 
weeks were measured continuously with the two-item Patient Health Questionnaire-2 
(PHQ-2) (range 2–8) [25]. Client violence was measured with the item: “Have you 
experienced violence (verbal, physical or sexual) from a sex work client in the last 
6 months?” An affirmative answer was coded as having recent client violence expe-
rience. Intimate partner violence was measured with the item: “In your life, have 
you ever experienced violence from a partner (boyfriend, girlfriend)?” Participants 
who reported “yes” were coded as having intimate partner violence experience. 
Police harassment and arrest [11] was assessed by using the following items: “On a 
scale of 1 (never) to 3 (many times), how often have the police: (1) thrown you in 
jail/lockup; (2) sexually harassed you (called your names/groped you); (3) beaten 
you up; (4) robbed you of money or drugs; (5) raped you or bribed you (give a 
“thing”) to keep working; or (6) arrested you/charged you?” Participants who 
reported having had any of the preceding experiences were coded as having experi-
enced police harassment/arrest. The final value for types of violence/harassment 
experienced was calculated from the previously mentioned scores for client vio-
lence, intimate partner violence, and police harassment/arrest, to produce a score 
ranging from 0 to 3 types of violence/harassment.
Potential mediators included sex work stigma and binge drinking. Sex work 
stigma was measured based on a 4-item scale adapted from Lazarus et  al.’s 
“Occupational Sex Work Stigma Scale” [26] (Examples: “Do you hide involvement 
in sex work from family and friends”; “Do you hide involvement in sex work from 
your home community”; and “Do you hide involvement in sex work from your doctor 
or healthcare provider”; and “Do you believe sex work is shameful”) (range: 0–8, 
Cronbach’s alpha = 0.71). Binge drinking was measured by: “How many drinks do 
you usually have per sitting/outing?” Participants who reported having five drinks 
or more were coded as binge drinking. Socio-demographic characteristics were 
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examined as covariates: age (continuous), education level (dichotomous: less than 
high school vs. high school or higher), and monthly income (continuous).
 Statistical Analysis
We first conducted descriptive analyses of all variables for the whole sample. 
Bivariate analysis was performed to identify the difference of socio-demographic 
characteristics by gender (cisgender men, cisgender women, trans women). We con-
ducted an explanatory factor analysis (EFA) and confirmatory factor analysis (CFA) 
to determine the validity of the latent construct of sex work social cohesion using 
the social cohesion scale [24], as this measure had not previously been used in the 
Jamaican context. Structural equation modelling (SEM) using weighted least 
squares estimation methods was conducted to examine the direct and indirect effect 
of the latent construct of sex work social cohesion on types of violence/harassment 
experienced (clients, intimate partners, police) and depressive symptoms, testing 
the potential mediating effects of sex work stigma and binge drinking. Model fit was 
assessed using: Chi-square, Root Mean Square Error of Approximation (RMSEA), 
and Comparative Fit Index (CFI). A significance level for Chi-square of <0.05, a 
score of <0.05 for RMSEA with 90% confidence interval between 0.02 and 0.08, 
and a score greater than 0.90 for CFI indicate acceptable model fit. Statistical sig-
nificance was set at the p<0.05 level. Missing responses were excluded from the 
analyses. All statistical analyses were performed using Stata (version 14.0).
 Results
Table 5.1 reports the socio-demographic characteristics for the whole sample and 
the differences by gender among 340 sex worker participants (mean age: 25.77, 
SD  =  5.71, range: 17–57) across three sites in Jamaica (Kingston, Ocho Rios, 
Montego Bay). These included 124 (36.47%) who identified as cisgender men, 101 
(29.71%) trans women, and 115 (33.82%) cisgender women. Approximately three-
quarters of the sample (N = 266, 78.24%) had completed high school or higher. The 
mean weekly income received was USD 119.92 (SD = 131.50). More than half of 
the participants (173/338, 51.18%) reported having ever experienced police harass-
ment/arrest (including being locked up, sexually harassed, beaten up, robbed, raped, 
or arrested by police). More than one-third (N = 116, 36.14%) reported having expe-
rienced violence from clients in the last 6 months. Nearly half (N = 167, 49.41%) 
reported having ever experienced intimate partner violence. Trans women were 
more likely to report police and client violence than cisgender women and cisgender 
men, and cisgender women were more likely to report intimate partner violence 
than trans women or cisgender men.
5 Exploring the Protective Role of Sex Work Social Cohesion in Contexts of Violence…
86






























































106 (85.48) 81 (70.43) 79 (78.22) <0.05
City <0.001
  Kingston 101 
(29.71)
21 (16.94) 27 (23.48) 53 (52.48)
  Montego Bay 72 
(21.18)
30 (24.19) 32 (27.83) 10 (9.90)
  Negril 20 (5.88) 12 (9.68) 7 (6.09) 1 (0.99)
  Spanish Town 25 (7.35) 5 (4.03) 8 (6.96) 12 (11.88)
  Ocho Rios 71 
(20.88)
34 (27.42) 27 (23.48) 10 (9.90)
  Others 51 
(15.00)








13 (10.57) 22 (19.13) 8 (8.08)




18 (14.63) 17 (14.78) 23 (23.23)
  Casual dating 45 
(13.35)
24 (19.51) 11 (9.57) 10 (10.10)




42 (34.15) 32 (27.83) 22 (22.22)





















19 32 (27.83) 37 (34.58) 47 (47.47) <0.05
(continued)
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Table 5.2 displays the results of univariate and multivariate linear regression 
analysis on depressive symptoms and types of violence among sex workers in 
Jamaica. We found that, when adjusting for socio-demographic factors (age, income, 
education, relationship status, gender identity), lower sex work social cohesion was 
associated with: higher depression symptoms (Acoef: −0.04, 95% CI: −0.07 to 
−0.02), increased violence and harassment, (Acoef: −0.02, 95% CI: −0.04 to 
−0.01), and increased sex work stigma (Acoef: 0.17, 95% CI: 0.12–0.22). Taken 
together, this suggests that increasing social cohesion among sex workers could 
reduce depression, risks of violence, and sex work stigma.
The structural equation modelling analyses examined the direct and indirect 
effects of sex work social cohesion on depressive symptoms and experiences of 
violence. Final model fit indices suggested that the model fit the data well 



























Binge drinking 79 
(23.24)




  Heterosexual 119 
(36.96)
9 (7.83) 80 (74.77) 30 (30.00)
  Bisexual 86 
(26.71)
53 (46.09) 25 (23.36) 8 (8.00)
  Gay/lesbian 111 
(34.47)
51 (44.35) 2 (1.87) 58 (58.00)
  Queer 6 (1.86) 2 (1.74) 0 4 (4.00)
Table 5.2 Univariate and multivariate linear regressions on depressive symptoms and types of 
violence among sex workers in Jamaica (N = 340)
Variables















−0.05 (−0.08 to 
−0.03***)
−0.04 (−0.07 to 
−0.02)
−0.04 (−0.05 to 
−0.03)***




0.12 (0.03 to 
0.21)**
0.06 (−0.04 to 
0.15)
0.21 (0.16 to 
0.26)***
0.17 (0.12 to 
0.22)***
Binge drinking 0.75 (0.29 to 
1.20)**
0.40 (−0.07 to 
0.87)
0.68 (0.40 to 0.96) 0.27 (−0.01 to 
0.54)
Note: *p < 0.05, **p < 0.01, ***p < 0.001. Covariates include: age, weekly income, education 
level, relationship status, and gender identity
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Fig. 5.1 Pathways between sex worker social cohesion, sex work stigma, and depression among 
sex workers in Jamaica
Table 5.3 Final path analysis for sex work social cohesion on depressive symptoms and violence 
among sex workers in Jamaica (N = 340)
Parameter Coefficient (SE) Critical ratio p Standardized estimate
Depressive symptoms ON
  Sex work social cohesion −0.046 (0.013) −3.50 <0.001 −0.231 (0.065)
  Sex work stigma 0.045 (0.048) 0.96 0.339 0.649 (0.068)
  Binge drinking 0.370 (0.241) 1.53 0.125 0.101 (0.065)
Types of violence ON
  Sex work social cohesion −0.028 (0.008) −3.58 <0.001 −0.208 (0.058)
  Sex work stigma 0.199 (0.028) 7.00 <0.001 0.418 (0.056)
  Binge drinking 0.111 (0.144) 0.77 0.440 0.045 (0.058)
Binge drinking ON
  Sex work social cohesion −0.007 (0.004) −2.00 <0.05 −0.132 (0.065)
  Sex work stigma 0.488 (0.012) 3.92 <0.001 0.256 (0.064)
Sex work stigma ON
  Sex work social cohesion −0.094 (0.017) −5.46 <0.001 −0.333 (0.058)
Covariates include: age, weekly income, education level, relationship status, and gender identity
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displays the results of the final model and Fig. 5.1 illustrates the model with stan-
dard coefficients and the significance levels of each pathway.6 Standard errors are 
included in parenthesis. In the final model, sex work social cohesion was associated 
with fewer depressive symptoms (β = −0.046 for direct effect, p < 0.001; −0.009 for 
indirect effect, p < 0.001) and less violence (β = −0.028 for direct effect, p < 0.001; 
−0.020 for indirect effect, p < 0.001). Sex work stigma partially mediated these 
relationships: social cohesion among sex workers reduced experiences of sex work 
stigma; in turn, lower sex work stigma resulted in lower depression and fewer expe-
riences of violence. Sex work social cohesion, therefore, emerged as important to 
promoting mental health and reducing violence among sex workers in this study.
The case example and community-based study have limitations. First, study 
authors developed a case study based on in-depth conversations with sex workers at 
SWAJ. This case study is limited in representing one perspective from a cisgender 
woman sex worker; generating additional cases with cisgender women, cisgender 
men, and trans women would provide additional richness of understanding these 
lived experiences. Second, the experiences of trans men sex workers remain unex-
plored in this study. Third, the survey was cross-sectional with non-random sam-
pling, limiting the ability to generalise findings or ascertain causality. Finally, we 
used single items to assess client violence and intimate partner violence.
More detailed measures could have provided information to tailor violence pre-
vention strategies, and would have allowed us to create latent constructs for each 
type of violence rather than one latent violence construct for combined experiences 
of violence. Such an approach would allow exploration of pathways between sex 
work social cohesion and each type of violence. Despite these limitations, this study 
included over 300 sex workers in Jamaica—a context in which sex work and same-
gender sexual practices are criminalised. It also provides novel information about 
the importance of sex work social cohesion and measures to address sex work 
stigma for better understanding mental health, violence, and harassment among sex 
workers.
 Discussion: Implications for Researchers, Service Providers, 
and Activists
This chapter has considered the associations between sex work social cohesion and 
reduced experiences of violence, harassment, and depression among sex workers in 
Jamaica. The case study narrative provides insight into the lived experiences of poly-
victimisation of a cisgender woman sex worker in Jamaica, and the ways that sex work 
criminalisation exacerbated her abuse by police and clients while simultaneously 
6 The standard coefficient indicated that with a standard deviation of increase of the independent 
variable, the dependent variable would increase by x standard deviation, holding all other variables 
constant.
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reducing her access to justice. The case study also points to the ways in which stigma 
targeting sex workers can result in the forced removal of children to child protective 
services, and the harmful mental health impacts of such violence and loss. Finally, this 
case study illuminated the ways that sex workers share experiences and provide infor-
mal support with one another to build community, as well as the formal rights-based 
programming that a sex worker collective such as the Sex Work Association of Jamaica 
can provide to advance human rights and access to health services among sex workers.
The empirical data from a cross-sectional survey in Jamaica corroborated and 
expanded on the case study by including cisgender men, cisgender women, and 
trans women sex workers. Findings reveal that trans women sex workers are par-
ticularly impacted by police harassment/arrest and client violence, while cisgender 
women sex workers are disproportionately affected by intimate partner violence. 
These findings have implications for rights-based programming, gender-tailored 
support, and violence reduction programmes by and for sex workers. Extending 
beyond Jamaica, these findings can inform research, service provision, and activism 
with sex workers in global contexts, particularly where sex work and same-gender 
sexual practices are criminalised. Sex work social cohesion is a strengths-based 
construct that shows the powerful role support and care among sex workers have on 
well-being.
Research Implications Taken together, these findings corroborate prior research 
that demonstrates the deleterious impacts of sex work criminalisation on the health 
and human rights of sex workers [7], including violence and harassment from 
police, clients, and intimate partners [11, 14, 27]. The prevalence of violence 
reported by sex workers in our study was comparable to that gathered from a global 
systematic review [7] (which omitted Caribbean studies), in which sex workers 
reported lifetime physical/sexual violence prevalence of 45–75% and past year 
workplace violence prevalence of 32–55%. Our findings also corroborate prior 
work with cisgender women sex workers in Jamaica highlighting rape by clients 
[28]. These findings signal the need for research that includes cisgender and trans-
gender sex workers, assesses and reduces multiple forms of violence (for instance, 
by police, partners, clients), and applies a strengths-focused approach centering sex 
work social cohesion.
Future research can also explore the shared and differential needs and experi-
ences among sex workers by intersecting identities such as gender, age, socioeco-
nomic status, and sexual orientation. While we found gender identity differences in 
experiences across client violence, intimate partner violence, and police harass-
ment/arrest, we were not able to ascertain how support services could be tailored to 
meet the diverse needs of sex workers. Qualitative studies could provide further 
understanding of experiences of social cohesion among sex workers and provide 
their recommendations for rights-based programming.
Service Provision Implications Social cohesion among sex workers emerged as a 
protective factor associated with reduced sex work stigma, reduced depression, 
reduced experiences of violence and harassment and, in the case study, increased 
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access to health care and legal literacy. This corroborates findings that social support 
is health-promoting and can reduce barriers when it comes to accessing health care 
among general populations [20]. Similar to a study in Eswatini (formerly known as 
Swaziland), we found that sex work social cohesion was associated with reduced 
odds of experiencing stigma, violence, harassment, and arrest [17]. Findings also 
contribute to the knowledge base regarding social cohesion among sex workers and 
their rates of mental health. Similar to findings with non-sex work specific popula-
tions [23], we found social cohesion to be associated with reduced depression. Taken 
together, these findings can contribute to trauma-informed mental health pro-
grammes by, with, and for sex workers, that build opportunities and resources for 
mutual aid, advocacy, and social support. In addition to providing counselling, ser-
vice providers can offer training and resources to support the development of sex 
workers’ sustainable rights-based and solidarity-oriented programmes and groups.
Implications for Activism Findings point to the urgent need to end sex work crim-
inalisation across global contexts and provide sex workers with legal rights and 
protections. Similar to prior research in four Sub-Saharan African countries, the 
case study pointed to fears of reporting violence to police due to punishment, arrest, 
and further violence [29]. The quantitative data also provided evidence that sex 
workers in Jamaica experience harassment and arrest by police, as they do in other 
contexts [7, 11, 27]. Yet sex work social cohesion combined with advocacy and 
education about legal rights, as described in the case study, has the potential to pro-
vide recourse to justice for sex workers. In the quantitative data, sex work social 
cohesion was also linked with reduced violence, harassment, and arrest, suggesting 
the importance of community-engaged and rights-based interventions by and for 
gender-diverse sex workers [30]. Community empowerment approaches must be 
coupled with changes at a structural level such as (a) the decriminalisation of sex 
work and same-gender sexual practices, and (b) training and policies to reduce 
intersectional stigma (towards sex workers and lesbian, gay, bisexual, and transgen-
der persons) among healthcare and social service providers, police, communities, 
and within intimate partnerships. Such approaches can also advance HIV preven-
tion. A conceptual model with cisgender women sex workers in Jamaica, for exam-
ple, positions sexual decision-making constraints within the sex work environment 
of criminalisation [31]. In fact, estimates suggest that the decriminalisation of sex 
work could prevent 33–46% of new HIV infections in the next 10 years [11]. Future 
research could assess the mental health benefits of sex work decriminalisation, and 
the potential role of sex work social cohesion in decriminalisation efforts and men-
tal health promotion.
This chapter advances understanding of multiple forms of violence experienced 
by sex workers in Jamaica, and the protective role of sex work social cohesion. It also 
furthers an intersectional approach [6, 32] that points to the importance of consider-
ing gender identity in shaping life experiences. Prior research with trans women [15] 
and gay, bisexual, and other men who have sex with men [12] in Jamaica reported 
higher levels of stigma and rape among those who were involved in sex work. 
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The study detailed in this chapter found different experiences of violence based on 
gender identity, with a particularly high burden of police harassment and client vio-
lence experienced by trans women sex workers in comparison to their cisgender 
women and men counterparts. This necessitates an intersectional approach with sex 
workers to violence and stigma reduction strategies that identify gender-specific 
experiences, needs, and priorities. It also highlights the urgent need for decriminali-
sation of sex work and same-gender sexual practices in Jamaica to advance health 
and human rights.
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Chapter 6
Patterns and Epidemiology of Illicit Drug 
Use Among Sex Workers Globally: 
A Systematic Review
Jenny Iversen, Pike Long, Alexandra Lutnick, and Lisa Maher
 Introduction
Potential harms associated with illicit drug use in the context of sex work include 
increased vulnerability to: infectious disease such as HIV and other sexually 
transmitted infections (STI), violence, stigma and discrimination, criminalisation, 
and exploitation [1–10]. For example, both illicit and licit drug use have been 
associated with increased exposure to violence against sex workers. The perpetra-
tors of this violence include clients, police, and strangers, and the violence occurs 
in a range of settings [11, 12]. An early US study found that injecting heroin and 
trading sex at a crack house were significantly associated with client-perpetrated 
violence [13]. A Russian study observed that recent injection drug use was signifi-
cantly associated with police-perpetrated sexual violence against sex workers 
[14], and in China sex workers who reported drug use were more likely than those 
who did not report violence by clients [15]. However, major gaps remain in the 
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epidemiological data on violence and other health and social inequities faced by 
sex workers who use drugs. In particular, limited data exist about male and trans-
gender sex workers.
Sex workers who use drugs face unique challenges as a population experiencing 
health and human rights inequities. No country in the world has decriminalised both 
drug use and sex work, and people who use drugs and sell sex remain globally 
criminalised [16]. Legal and regulatory environments in which people who sell sex 
and use drugs are criminalised promote stigmatisation and discrimination [5]. 
Mathematical modelling by Shannon et al. [4] indicated that decriminalising sex 
work could significantly reduce HIV, averting 33–46% of HIV infections globally 
through reduced violence and police harassment, and access to safe work environ-
ments. A recent analysis of data from 27 European countries found that countries 
where sex work is fully or partly legalised had a lower burden of HIV among female 
sex workers than countries where sex work was criminalised [17]. Not only is 
decriminalisation supported by the WHO, the United Nations, and the Global 
Commission on HIV and Law [16, 18, 19], but, as Shannon et al. [5] have noted, 
“The criminalisation of sex work continues to provide cover and sanction to state-
sponsored human rights abuses against sex workers and sex worker human rights 
defenders” [5]. Most recently, a range of countries including Canada, France, and 
Ireland have introduced end-demand or Nordic model criminalisation laws [5]. 
While data on this regulatory model are scarce, some evidence suggests that it pro-
duces harm similar to full criminalisation [20–22].
Although the prevalence of drug use among sex workers is generally believed to 
be higher than in the general population, the literature is dominated by studies of 
street-based sex workers, particularly ciswomen, many of whom engage in sex work 
to support their drug use. Street-based sex workers often have complex health and 
social needs due to high prevalence of heroin, cocaine, and injection drug use, poor 
treatment outcomes, high levels of morbidity and mortality, including mental and 
physical health outcomes, and exposure to sexual and physical violence and home-
lessness. Less is known about drug use among other sub-groups of sex workers, 
including those who work in settings such as bars and clubs, massage parlours and 
private homes [23], or among non-street-based male or transgender sex workers. 
Functional or occupational drug use by sex workers, including alcohol and amphet-
amine-type stimulant (ATS) use is also less researched. Some suggest that stimu-
lants may be used by some sex workers to remove the need for food and rest, and to 
remain alert and awake while working long hours [24].
This chapter reviews what is known about the prevalence of illicit drug use 
among sex workers. Acknowledging the diversity of populations and contexts in 
which drug use and sex work overlap, we aimed to estimate the prevalence of 
lifetime illicit drug use among sex workers overall, by gender (cis, trans, and non-
binary), and by sub-region.




In 2018, we searched electronic databases (EMBASE, Pub Med, Web of Science, 
Sociological Abstracts, and PsychInfo) to identify journal articles published in the 
preceding decade (2009–2018). Search terms comprised a combination of Medical 
Subject Headings (MESH) and free text ((sex work*, prostitut*, erotic service, 
erotic dancer, massage parlour, massage parlour, strip club, OR brothel) AND (sub-
stance us*, drug us*, heroin, opioid*, cocaine, methamphetamine, amphetamine, 
cannabis OR marijuana)) contained within the title, abstract, or keyword.
 Inclusion/Exclusion Criteria
The search used a broad definition of sex work, including commercial and transac-
tional sex, in a wide range of settings and venues, including brothels, massage par-
lours, clubs, bars, streets, parks, and private homes. UNAIDS has recently argued 
that “Transactional sex is not sex work but refers to non-marital, non-commercial 
sexual relationships motivated by an implicit assumption that sex will be exchanged 
for material support or other benefits. Most women and men involved in transac-
tional sex relationships consider themselves as partners or lovers rather than sellers 
or buyers” ([25]: page 2). However, our review, conducted prior to the publication 
of the UNAIDS report, included two studies which explicitly included people 
engaged in transactional sex. We included original studies that measured prevalence 
of illicit drug use (defined as any use of illicit psychoactive drugs) among sex work-
ers, using either biological markers or self-report. We did not exclude studies on the 
basis of study design and the review was not restricted according to demographic 
characteristics (biological sex, gender identity, age, race, or ethnicity), blood-borne 
viral status of study participants, or the timeframe studies used to define sex work 
or drug use. However, publications with additional sample inclusion criteria, for 
example, alcohol, drug or injection drug use, pregnancy or mental health disorders, 
were excluded due to potential sample bias. Where there were multiple studies from 
the same sample with estimates of the same outcome, only the most comprehensive 
study in terms of sample size was included.
 Data Extraction and Synthesis
Search results in the form of citations were imported into EndNote (a reference 
management software programme) and duplicates were removed. Titles and 
abstracts were screened for relevance and for those considered relevant, full texts 
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were retrieved and further screened. Screening was done by one author (JI), with 
screening of a subset of references (10%) by a second author (LM), revealing no 
discrepancies between the two lists of accepted references. The following data 
were extracted from the selected studies: study location, study period, design, and 
lifetime and recent prevalence of (a) illicit drug use and (b) injection drug use. 
Although data were extracted about recent illicit drug and recent injection drug 
use, there was inconsistency in the timeframes used to define “recent” (range past 
1 day to 12 months).
Where publications involved duplicate study populations, including from longi-
tudinal or open cohort studies, the review retained the publication with the largest 
sample (typically the most recent publication) containing data on the outcome of 
interest. Where publications reported data from studies repeated across multiple 
years, data was extracted for only the most recent survey round where this was 
available. Most studies did not specify specific drugs used or injected, however, in 
studies where illicit drug or injection drug use prevalence data was separately listed 
for a range of individual drugs and where there was potential for overlap due to 
participants using more than one type of drug, data from the most commonly used 
or injected drug was extracted.
The review combined data from multiple studies to derive pooled prevalence 
estimates and 95% confidence intervals (CIs) of lifetime illicit drug use among sex 
workers, using a random effects model. Countries were categorised into geographic 
sub-regions according to UN Standard Country or Area Codes for Statistical Use 
[26]. Sub-regional pooled prevalence estimates of lifetime illicit drug use among 
female sex workers were also generated. Tableau software (version 2018.3 Tableau, 
Seattle, WA, USA) was used to map sub-regional prevalence of lifetime illicit drug 
use among female sex workers, noting that recent illicit drug use data was used as a 
proxy for lifetime use in three sub-regions where estimates of lifetime illicit drug 
use were not available. An asterisk “*” is used to denote these three sub-regions on 
the map. Statistical analyses were conducted using STATA software (version 14.2 
Stata Corporation, College Station, TX, USA).
 Results
Our search generated 2889 publications (Fig.  6.1). After removal of duplicates 
(n = 1334), 1555 publications were retained for abstract review. The abstract review 
excluded 1264 publications, with 291 publications retained for further screening via 
full text review. Of these publications, 38 were conference posters or review arti-
cles, 7 did not present data on the population of interest, 52 did not present data on 
the outcome of interest, 20 included drug use as sample recruitment criteria, and 87 
publications used the same study or sample as another retained publication (dupli-
cates). One study was excluded because prevalence of lifetime illicit drug use in the 
sample was <1%, lower than prevalence in the general population. A total of 86 
publications were kept and included in this review.
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Among the n = 86 review studies where prevalence of illicit drug use or injection 
drug use was reported among sex workers, the majority of studies (n = 70, 40 coun-
tries) reported prevalence among female sex workers, 13 studies (10 countries) 
reported prevalence among male sex workers, 6 studies (5 countries) reported prev-
alence among transgender including kathoey (defined as male to female transgen-
der), and hijra (defined as people whose birth sex is male but who identify as female 
or non-binary sex workers), and 5 studies (5 countries) reported prevalence among 
combined population groups. Six publications reported prevalence among more 
than one subpopulation of sex workers. Of the six studies that included transgender 
sex workers, all were transwomen, and only one specifically focused on this group 
(100% of participants). Transwomen sex workers accounted for a minority of par-
ticipants in the other five studies, ranging from 7.8% to 43% of participants, with 
these samples primarily comprised of female (n = 4 studies; range 34.5%–87.5% of 
participants) or male (n = 1; 57% of participants) sex workers. No studies included 
transmen.
The studies identified in the review were from 46 countries, encompassing the 
Americas (sub-regions Caribbean, Central America, South America, Northern 
America), Asia (sub-regions Central Asia, Eastern Asia, South-eastern Asia, Southern 
Asia, and Western Asia), Africa (Eastern Africa, Western Africa, and Southern Africa), 
Fig. 6.1 Flow chart of selection for systematic review of illicit drug use among sex workers
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Europe (Eastern Europe, Northern Europe, Southern Europe, and Western Europe), 
and Oceania (Australia and New Zealand and Melanesia). No studies were identified 
from the sub-regions of Northern Africa, Middle Africa, or Micronesia.
Included studies used different criteria to define current sex work (ranging from 
the last 4 months to 5 years) and recent drug use (ranging from the last 24 h to 
12 months). Studies varied considerably in sample size (range 31–18,475, median 
401) and methods of recruitment (venue and street outreach n = 59; respondent-
driven sampling (RDS) n = 12; snowball sampling n = 6, service attenders n = 6, and 
web-based recruitment n = 3). A range of study designs were included, including 
cross-sectional studies (n = 71, 83%), cohort studies (n = 10, 12%), randomised 
controlled trials (n = 3, 3%), and case series (n = 2, 2%). The randomised controlled 
trials, cohort and case series studies all reported cross-sectional baseline data. All 
studies identified in the review were conducted from 2000 onward, with most (60%, 
n = 52) conducted in the past decade (from 2009).
Global pooled prevalence of lifetime illicit drug use among sex workers (39 studies 
from 23 countries) was 35% (95% CI 30–41%). There was significant heterogeneity or 
diversity (I2 > 90.0%, P < 0.01), with prevalence of lifetime and recent drug use ranging 
from 1.2% [27] to 84% [28, 29] and 1.7% [30] to 98% [31, 32], respectively. Similarly, 
prevalence of lifetime and recent injection drug use varied from 0% [33] to 82% [34] 
and 0% [35] to 48% [14], respectively (Tables 6.1, 6.2, 6.3, and 6.4).







































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































J. Iversen et al.
105










































Uzbekistan Todd, 2009 2004–
2005
CS – – 7.0 (3/43) –
Eastern Asia






Vietnam Biello, 2014 2010 CS – 15.6 
(45/288)1
– –








Pakistan Shaw, 2010 2005–
2006




















C 16.0 (8/50) – 8.0 (4/50) –
Southern Europe







2015 CS – 38.7 
(31/80)C
– –
Acronyms: CS (cross-sectional study); C (cohort study)
–, Data not available
Superscript denotes drug use/injection timeframe in months or defined as C (current); R (regular)
6 Patterns and Epidemiology of Illicit Drug Use Among Sex Workers Globally…
106
The majority of studies reporting prevalence of lifetime illicit drug use were 
conducted among female sex workers (32 studies from 20 countries), and global 
pooled prevalence among this sub-group was 29% (95% CI 24–34%). The review 
identified significant geographic variation in lifetime illicit drug use among female 
sex workers (Fig. 6.2), with pooled prevalence higher in Northern America (84%, 
95% CI 76–90%) and Eastern Europe (71%, 95% CI 68–74%) compared to Eastern 
Asia (12%, 95% CI 7–17%) and South-eastern Asia (16%, 95% CI 11–22%). 
Insufficient studies were identified to generate pooled estimates of lifetime illicit 
drug use among male (3 studies) and transgender (1 study) sex workers.
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Fig. 6.2 Lifetime illicit drug use among female sex workers by sub-region
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Box 6.1 Case Studies1
Our case studies from the St. James Infirmary (SJI) illustrate the diversity of 
experiences among sex workers who use drugs. Founded in San Francisco in 
1999 and operated by current and former sex workers, SJI aims to provide 
compassionate and non-judgemental prevention, treatment and social services 
for all sex workers.
 1. Abdul
Abdul is an attractive, softly spoken, 24-year-old cisgender gay Arab-
American man. His religious family emigrated from the Middle East when 
he was a baby. At 19, in his first year of college, he was “outed” as gay to 
his parents, who threw him out of their home and threatened to have him 
killed. He dropped out of school and fled to a major city several hundred 
miles away where he hoped his parents couldn’t reach him. Alone and 
unable to reach out to his existing networks for fear of being located, he 
began engaging in transactional sex with mostly older men in order to 
earn money and have safe places to stay. It was at this time that he was 
introduced to both poppers and methamphetamine, both of which are com-
mon in gay male “party and play” (P&P) interactions. They increase 
libido, sexual stamina, and receptivity in anal sex. In fact, he found that 
much of the sex work available to gay men is predicated on such arrange-
ments, whereby clients supply the drugs and invite younger men over to 
engage in long-lasting, drug-fueled sexual encounters, often involving 
multiple partners.
Abdul was able to eventually find a full-time job working with LGBT youth. 
It does not pay well since he lacks a college degree. He still engages in 
occasional sex work to supplement his income, sometimes opportunisti-
cally (meeting clients in bars or cruising spots), and sometimes more 
intentionally by placing ads online. Even though Abdul does not routinely 
use drugs (aside from nicotine), he finds it difficult to pass up P&P ses-
sions since they are often relatively lucrative, with clients booking for mul-
tiple hours or even several days at a time. Unfortunately, once the 
“partying” begins, it is much harder for him to negotiate or enforce his 
rates, sexual boundaries, or safer sex practices. Last month, a client 
invited him over, got him high, and kept him overnight with promises of 
more and more money as the night wore on, but the next morning the client 
threw him out without paying him at all. When Abdul tried to demand his 
money, the client, a wealthy white businessman in his mid-50s, threatened 
to call the police. Abdul didn’t push back because he felt that police 
involvement would make an already bad situation even worse for him.
1 All names and personal identifiers in the case studies have been changed to protect privacy and 
confidentiality.
(continued)
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 2. Cassie
Cassie, a 25-year-old black transgender woman, was taken away from her 
birth parents when she was a toddler. Both her parents struggled with 
addiction to crack cocaine, and both died of AIDS early in Cassie’s life. 
After several years in foster care, she was adopted by an extremely strict, 
religious family. Her adoptive father died soon after, leaving her adoptive 
mother to raise three children alone in a small town. Her mother became 
emotionally, verbally, and physically abusive towards Cassie, oftentimes 
for presenting as effeminate. Cassie is still impacted by these emotional 
wounds. She also experienced sexual abuse by an uncle and several older 
male cousins.
Cassie escaped her difficult childhood by disappearing into books; her 
avid reading helped her become a good student. However, by the end of 
tenth grade, her abusive home life had become unbearable, so Cassie 
dropped out of high school and ran away to San Francisco where she 
could live as a woman and make her own way. At 16, she started taking 
feminising hormones and quickly realised she could support herself 
through street-based sex work; she often found that her clients made her 
feel beautiful and validated as a woman in ways the rest of the world often 
did not. Her hormones also meant that she was largely reliant on black 
market “performance enhancing” prescription drugs such as Viagra and 
Cialis to be able to provide the kind of sexual experience her clients were 
looking for. She often had to “check out” of her body to engage in this kind 
of work.
In spite of lifetime struggles with depression and other PTSD symptoms, 
Cassie developed a tight network of other young transwomen friends, 
quickly emerging as a natural leader among her peers. However, ongoing 
bouts with homelessness led her to start smoking methamphetamine to 
stay awake at night, which helped protect her from being robbed or 
assaulted in her sleep—this had happened several times to her at shelters, 
so she quickly stopped staying in them. When she smoked meth, she found 
that the ongoing crushing sense of doom plaguing her disappeared. The 
drug made her feel “euphoric” and “invincible”. She began using meth-
amphetamine more regularly, prompting increasingly erratic behaviours. 
She found herself engaging in high-risk sexual activity while high, consid-
ering it a minor miracle that she remains HIV-negative, especially given 
how many of her friends have sero-converted.
Cassie became trapped in cycles of short-term incarceration and release; 
when incarcerated, she was sober and able to stabilise on her psychiatric 
medications, and would revert back to the witty, empathetic person she 
had been before, in spite of the oppressive conditions of jail. As soon as she 
was released (usually back to the street, as she was still homeless) she 
would decompensate, self-medicate with methamphetamine, and start the 
(continued)
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cycle anew. After a recent arrest, she is now facing a multi-year prison 
sentence since her record is one of missed court dates and increasingly 
serious charges. Although she has gained valuable skills that would make 
her employable, Cassie is so ashamed of her ongoing struggles with drugs 
and incarceration that she does not engage with the organisations where 
she previously found support, making her increasingly reliant on sex work 
to earn money.
Cassie wants to become a professional makeup artist, and has the looks, 
talent, and charisma to make a career of it, if given the support to meet her 
mental health and addiction needs. However, engaging her in long-term 
therapy has proven elusive thus far, and permanent housing to help her 
stabilise is now out of reach since she’s no longer eligible for the youth 
housing programmes she relied on when she was younger. The short-term 
housing that is available is abstinence-only, and since she is not ready to 
give up using meth, she is not eligible to stay there.
 3. Roxanne
Roxanne is a 53-year-old white cisgender woman. She grew up in San 
Francisco, and started drinking, smoking marijuana, and using PCP and 
hallucinogens with friends when she was 13. During that time, she was 
living at home with her parents and siblings. After graduating high school, 
she moved into a house with some friends and pieced together jobs to earn 
enough money for rent. After partying all night with her friends, she would 
mix some amphetamines into her morning coffee to help her get through 
the workday. Roxanne looks back on this time of her life with fondness.
When Roxanne was 25, a man she was dating turned her on to crack, 
which quickly became the most important thing in her life. She realised 
that to support her habit she needed to find additional ways to make money. 
Roxanne started doing sex work, learning from other women working the 
streets. Between drug use and sex work, she went to jail close to 40 times. 
Sometimes this was for possession charges, other times it was for solicita-
tion or loitering with the intent to engage in prostitution.
When Roxanne was 45 she decided she was tired of using and of engaging 
in sex work to support her use. She went into a programme at a drop-in 
centre which she knew other women had successfully used to get sober. 
After maintaining a year of sobriety, she met a man and they started dat-
ing. She knew he was dealing drugs, but she thought she would be able to 
date him and stay sober. However, once she moved in with him, the proxim-
ity to crack was too much for her and she started using again. Initially, he 
was giving her crack for free but then told her she would have to pay for it. 
Roxanne found herself back in the position of needing to sell sex to support 
her habit.
By the time Roxanne was almost 50, she knew she wanted to change. She 
was worn out and tired. She realised she had missed time with her five 
Box 6.1 (continued)
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children, four of whom were now adults and had not spent time with her 
two grandkids. Over the years, Roxanne gave her children to other family 
members because she knew she was not capable of taking care of them. As 
she described it, crack was in the way of everything. Roxanne went back to 
the drop-in centre she had used years before and they helped her get into 
a residential treatment programme. She was in that programme for a year 
before moving into a transitional living house. During that time, she 
started to rebuild relationships with her family.
Still new in her recovery, Roxanne is taking it slow and trying not to put 
too much pressure on herself. She feels as if she is starting life all over 
again. She and her roommate are hoping to move out of San Francisco; 
she wants a break from all the noise and to be closer to her children. She’s 
also upset that men will approach her outside her apartment building and 
ask if she smokes (referring to crack). She knows she does not want to use 
again, but when people ask her that, she initially wants to say yes. Although 
she would prefer to not do sex work, both her criminal record and incon-
sistent legal work history make it hard for her to find employment. When 
necessary, Roxanne will do sex work to get a little extra money. If someone 
is presentable and has some money, she is willing to perform oral sex or 
give them a hand job but longer has vaginal sex with clients. That is some-
thing she never wanted to do, and only did to support her crack use.
 4. Claire
Claire is a 38-year-old Asian American bisexual cisgender woman. Claire 
started engaging in erotic massage work in her early 20s to help pay her way 
through college and started working full-time as a dominatrix at a profes-
sional dungeon after she finished school. After a few years at the dungeon, she 
“went independent”, finding clients via online ad platforms. She found that 
the flexible hours and relatively high hourly pay allowed her to spend time 
making art, volunteering at a local animal shelter, and eventually earning her 
Master’s degree in psychotherapy. Since completing her degree, Claire has 
leveraged her unique understanding of sexual issues to carve out a niche for 
herself as a sex therapist, helping people develop greater comfort with their 
bodies and sexuality. She finds this work both fulfilling and financially reward-
ing, and she now balances her “above-board” therapy practice with a con-
tinued (yet separate) career as a successful professional Dominatrix.
Claire has a large, close-knit circle of friends which includes other sex work-
ers, people in tech, and a number of artists and musicians. On weekends, she 
indulges in a number of “party drugs”, such as ketamine, GHB and MDMA, 
often going out to dance all night to electronic music or hosting friends at 
the home she co-owns with her husband (also a sex worker) and several oth-
ers. She also uses marijuana, usually to unwind at night. Although she 
enjoys getting high, she has very strong boundaries around her engagement 
with clients, and has strict policies about keeping her personal and profes-
sional lives separate: when it comes to clients, the only thing she indulges in 
is an occasional glass of wine if out to dinner with a submissive.
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Our case studies indicate that the existing literature fails to adequately capture 
the complexity and needs of sex workers. Nuances regarding types of sex work, dif-
ferences between types and patterns of sex work, sex work trajectories, working 
conditions and contexts, and the full spectrum of gender and other demographic 
factors are erased by studies that fail to account for these complexities. In order to 
design programmes that will best serve sex workers’ needs, different sub-popula-
tions targeted by such programming need to be given the tools, resources, and sup-
port to design programmes specific to their circumstances. For example, the needs 
of full-service, street-based transgender sex workers will be very different from the 
needs of relatively well-to-do, independent indoor escorts, which in turn will differ 
widely from the needs of gay men who are dancers in a strip club.
 Discussion
We identified 86 studies from 46 countries, encompassing the Americas, Asia, 
Africa, Europe, and Oceania. Most studies were cross-sectional in design (80%) and 
conducted in the last decade (60%). The majority of studies (n = 70) reported preva-
lence among “female” sex workers, with only 13 studies reporting prevalence 
among male sex workers, 6 reporting prevalence among transgender sex workers, 
and 5 studies which reported prevalence among combined population groups. 
However, because most studies only identified participants as “female”, “male”, or 
“transgender”, we were unable to estimate prevalence by gender identity (cis, trans, 
or non-binary).
Global pooled prevalence of lifetime illicit drug use was 35%, with prevalence of 
lifetime and recent drug use ranging from 1.2% to 84% and 1.7% to 98%, respec-
tively. Similarly, prevalence of lifetime and recent injection drug use varied from 
0% to 82% and 0% to 48%, respectively. The majority of studies reporting preva-
lence of lifetime illicit drug use were conducted among female sex workers and 
global pooled prevalence among this sub-group was 29%. Pooled prevalence was 
higher in Northern America (84%) and Eastern Europe (71%) compared to Eastern 
Asia (12%) and South-eastern Asia (16%).
Despite the fact that more than a third of sex workers in our review reported 
lifetime use of illicit drugs, there is no specific guidance on the delivery of services 
for people who sell sex and use drugs [36]. Most programmatic interventions for sex 
workers are HIV-informed, and few interventions specific to this population exist 
for drug use. The only systematic review of interventions targeting illicit drug use in 
(street-based) sex workers concluded that there was no strong evidence for the 
effectiveness of interventions to reduce illicit drug use among street-based female 
sex workers with problematic drug use [37]. Nonetheless, a recent review concluded 
that interventions that combined structural approaches (as opposed to only focusing 
on the individual), harm reduction, safer sex interventions, and access to sex work-
specific health services were more successful than single interventions which did 
not, highlighting the need for multi-component approaches [38].
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Evidence-based harm reduction, including drug treatment such as opioid agonist 
therapy (OAT), remains difficult to access for drug users, including sex workers 
who use drugs, particularly in low- and middle-income countries [39]. Sex work, 
harm reduction, and drug treatment services often operate separately from each 
other and few programmes are tailored to people who both use drugs and sell sex. 
This is particularly important in the context of the current opioid overdose crisis in 
North America [40], where integrated service provision for sex workers who use 
drugs will be key to effective scale-up of interventions designed to reduce morbidity 
and mortality. Barriers to service access are further accentuated for this population 
because of the compounded stigma surrounding both drug use and sex work, and the 
prevailing legal and policy environments in most countries that criminalise aspects 
of one or both.
Our review has limitations. Grey literature and non-peer-reviewed publications 
were not included. There was inconsistency in the timeframes used to define “recent” 
drug and injection drug use. Because we were unable to distinguish between mono 
and poly drug use among studies that reported drug use by drug type, we extracted 
data from the illicit drug most commonly used, which may have resulted in an under-
estimate of prevalence in some studies. On the other hand, because our review esti-
mated lifetime prevalence of any illicit drug use, it is not possible to draw meaningful 
correlations between drug use and sex work, as most studies did not differentiate 
between different types of drugs (i.e. opioids versus stimulants), or different patterns 
of use (occasional vs. habitual, long ago or in the present).
Most included studies were also from low-middle income countries (78%, 67 of 
86 studies), with no studies included from the sub-regions of Northern Africa, 
Middle Africa, and Micronesia. Although we found high diversity between studies, 
there was no evidence to suggest that this was explained by geographical region. 
Geographic mapping of pooled prevalence used lifetime illicit drug use; however, 
“recent” illicit drug use was used as a proxy for three sub-regions where estimates 
of lifetime use were not available, which also likely results in an underestimate in 
prevalence for these sub-regions. The cross-sectional design and convenience sam-
pling of most included studies limits the strength of the evidence and highlights the 
need for more rigorous research, including a standardised approach to data collec-
tion and measurement to document prevalence.
Our review did not identify sufficient data to provide pooled prevalence esti-
mates of lifetime illicit drug use among male and transgender sex workers, limiting 
our ability to make comparisons between sex workers. Limited data on transwomen 
sex workers, and a global scarcity of data on drug use among transmen engaged in 
sex work, is both a limitation and a finding of our review. Few studies specified cis, 
trans, or non-binary gender identity, and it is possible that some studies of “female” 
and “male” sex workers included cis- and transgender sex workers. Given that gen-
der and sexual identity have been identified as key factors influencing vulnerability 
to harmful drug use [39, 41], the inability to classify results by gender identity 
reduces our understanding of these issues. The scarcity of data on male and trans-
gender sex workers, particularly transmen, is a key gap that should be addressed in 
future research.
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Our review also included estimates from two studies of sex workers which 
explicitly included people engaged in transactional sex [31, 35]. A recent UNAIDS 
report which focuses on adolescent girls and young women in sub-Saharan Africa 
argues that sex workers and people who engage in transactional sex are distinct 
populations, that interventions for sex workers will not reach people engaged in 
transactional sex, and that programmes need to take care not to conflate transac-
tional sex and sex work when designing interventions [25].
Finally, our review of the prevalence literature was unable to capture lived 
experiences of drug use and sex work and therefore cannot speak to the ways in 
which many sex workers manage to balance illicit drug use and sex work with a 
high level of day-to-day functionality and life meaning. However, our case studies 
provide insights into these lived experiences and demonstrate that the characteris-
tics, circumstances, drug use and needs of people engaged in sex work can and do 
vary widely. The epidemiological literature has often treated sex workers as a 
monolith, focusing predominantly on cisgender women who offer “full service” 
sex work, either on the streets or in brothel settings. By overlooking the diversity 
of experiences of people who do sex work, a huge swathe (in fact, according to St. 
James Infirmary, the majority) of sex workers’ needs are unknown and unac-
counted for. Also lost is the ability for practitioners to apply lessons learned from 
sex workers who have kept themselves safe and healthy—often while using illicit 
drugs—by studying their lives from a strengths-based, harm reduction approach. 
In the absence of a fuller picture of the intersections between drug use and sex 
work, it is impossible to gain an accurate understanding of the various factors lead-
ing people to engage in either, and the ways in which they do and do not interact 
with one another.
 Conclusions
Using data from 86 studies in 46 countries, we estimated global pooled prevalence 
of lifetime illicit drug use in sex workers of 35%, with estimates ranging from 1.2% 
to 84%. The majority of studies included in the review reported prevalence of life-
time illicit drug use among female sex workers (32 studies from 20 countries), and 
global pooled prevalence among this sub-group was 29%. Insufficient data pre-
cluded the generation of global pooled prevalence of illicit drug use among cismen 
and transgender sex workers.
Our review also aimed to determine whether illicit drug use was more prevalent 
in sex work populations than the general population. While we identified 39 studies 
from 24 countries which provided a measure of recent illicit drug use, including 27 
which estimated recent use and 12 which estimated recent injection, these had vary-
ing definitions and timeframes. These limitations meant that it was not possible to 
compare global estimates of prevalence among sex workers with normative data, 
such as the estimates published in the UNODC’s World Drug Report [42]. In 2016, 
UNODC estimated recent (last 12  months) global prevalence of illicit drug use 
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(defined as use of drugs controlled under the international drug control conventions) 
in the general population (15–64 years) at 5.6% [42].
Our review highlights a lack of data on the diversity of populations involved in 
sex work (see case studies, Box 6.1). Current estimates of prevalence provide insuf-
ficient data on sex work settings and fail to differentiate between illicit drug use 
while doing sex work and drug use outside the sex work context. Significant gaps 
in the availability of data, as well as differences in the timeframes and measures 
used to estimate prevalence, create a mandate for future research and, specifically, 
for studies which estimate prevalence in ciswomen, cismen, and transgender sex 
workers.
Our findings in relation to these data gaps are also consistent with the literature. 
A recent review of morbidity and mortality data in four overlapping socially 
excluded populations (homeless people, individuals with drug use disorders, prison-
ers, and sex workers) found extremely high excess mortality and noted that while 
people with drug use disorders were the most studied sub-group (42.1% of data 
points), followed by prisoners (27.1%) and homeless people (26.6%), sex workers 
(4.2%) were the least well studied [43].
Our results indicate an urgent need to improve the quality and quantity of data on 
illicit drug use among sex workers. Most studies have focused on cis women, 
including women who sell sex to support their drug use, and less is known about cis 
men and transgender sex workers [44]. There is a need for both more robust epide-
miological methods and increased measurement rigour to estimate prevalence by 
sex work population and setting, as well as qualitative research that explores the 
lived experience of sex work and the intersection of sex work and illicit drug use.
However, such research needs to be guided and, where feasible, conducted by 
sex workers. We recognise that criminalisation, violence, and stigmatisation present 
barriers to finding and counting sex workers, let alone expecting them to provide 
honest answers about their drug use. Research initiated by and/or in partnership 
with sex worker-led organisations using reliable and ethical methods to capture the 
diversity and lived experience of sex work populations is necessary to inform rigor-
ous estimates of prevalence, identify differences in risk and exposures, and inform 
the evaluation and optimisation of evidence-based, human-rights informed, targeted 
interventions designed to improve the lives of sex workers.
At a programmatic level, while sex workers and people who inject drugs are now 
recognised as key populations in the global HIV response, funding remains inade-
quate. As NSWP and INPUD have recently pointed out, “this recognition often fails 
to translate into funding commitments of appropriate scale and reach, and at times 
results in health programmes that are not implemented from a rights-based perspec-
tive” [45]. Policy and programmatic efforts need to remain mindful that, as a com-
munity spanning two key populations, sex workers who use drugs may be at 
increased risk of harms, including HIV and violence, compared to people who only 
sell sex or only use drugs [36].
Finally, efforts both to address data gaps and inform public health responses remain 
hampered by punitive laws and policies governing sex work globally. The criminalisa-
tion of both sex work and drug use and the stigmatisation of sex workers who use 
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drugs impedes the development and delivery of effective and accessible services, 
including drug treatment. Recent research indicates that sex workers who were unable 
to access drug treatment were at higher risk for physical violence, including violence 
perpetrated by clients [46]. Legislative and policy reform is needed to remove punitive 
laws and policies relating to sex work and drug use/possession. This needs to be 
accompanied by research on proposed, as well as enacted, sex work and drug use 
reforms, and their impacts using both public health and human rights frameworks.
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Sex workers are a highly diverse group who solicit and service clients in a variety of 
settings, including on the internet, through escort agencies, in third-party owned spaces 
such as brothels or massage parlours, or in public space. Globally, sex work is highly 
stigmatised, and the dominant policy approach has been criminalisation and police 
enforcement. Intersecting regimes of criminalisation and stigmatisation perpetuate 
poor labour conditions that render sex workers at increased risk for violence and poor 
health, denying sex workers the ability to fully realise their human rights, including 
access to occupational health and safety, police protection, and legal recourse.
There is now a well-established body of epidemiological and social science 
research showing that criminalisation of sex work negatively impacts sex workers’ 
human rights, increases experiences of violence, and exacerbates health risks, 
including vulnerability to HIV and STI infections among sex workers [1–10]. Yet 
the criminalisation of some or all aspects of sex work remains the dominant legisla-
tive approach [1, 9]. Various models of criminalisation persist, in stark contrast to 
the significant body of empirical evidence and clear international guidelines by a 
variety of policy and human rights bodies including the World Health Organization, 
NSWP, UNAIDS, UNDP, UNFPA, and Amnesty International calling for the full 
decriminalisation of sex work as necessary to promote the health and human rights 
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of sex workers. Indeed, an ever growing body of research suggests that much of 
what has been identified as harmful in sex work is not an inherent characteristic of 
the work, but rather of the social and structural factors that shape the working condi-
tions of sex workers. Prohibitive sex work legislation, punitive policing, stigma, 
poverty, restrictive immigration policies, and gender inequity [1, 2, 11, 12] all con-
strain and negatively shape the circumstances surrounding them and the options that 
people have when trading sex—meaning that sex workers have fewer options to 
work under conditions which would provide more safety and autonomy, as well as 
fewer avenues for redress when they face violence and victimisation. Ironically, the 
conflation of sex work and these experiences of victimisation, including sexual 
exploitation, remain a significant barrier to reforming punitive laws and creating 
safer work environments for sex workers, including migrant sex workers [13].
 Regimes of Regulating Sex Work
The judicial regulation of sex work globally can be broadly categorised in three dif-
ferent approaches: (1) Criminalisation, including End-Demand Criminalisation, (2) 
Legalisation, and (3) Decriminalisation. In this chapter, we review three dominant 
legislative approaches to the regulation of sex work and provide country spotlights 
to show how different legislative frameworks and law enforcement approaches 
shape sex workers’ lived experiences of occupational health, safety, and human 
rights in different places globally.
 Full and Partial Criminalisation
Full and partial criminalisation of sex work includes environments where some or 
all aspects of selling sex, buying sex, and organising for the aforementioned objec-
tives are criminalised; this includes end-demand criminalisation, a form of partial 
criminalisation that we will discuss in more detail below [14]. Full and partial crimi-
nalisation of sex work is the dominant policy response to sex work globally and has 
been combined into one category because of the similar impacts and outcomes. Full 
criminalisation exists as the dominant legal regime in many settings including in 
most of the USA (except parts of Nevada),1 South Africa, Sri Lanka, Cameroon, and 
Uganda. Partial criminalisation models are those in which neither the selling nor 
buying of sex is illegal per se, but most aspects surrounding sex work, such as solici-
tation and brothel keeping, remain illegal. This exists in various jurisdictions, 
including India and the United Kingdom (UK). Increasingly, end-demand crimi-
1 Recently, legislation to decriminalize sex work has been introduced in several US States, includ-
ing Washington, DC, New York, Maine, and Massachusetts.
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nalisation where the purchase of sex is criminalised while the selling of sex is legal 
has been implemented in various settings, including in Sweden, Norway, Canada, 
and France. A growing body of research has demonstrated that prohibition of sex 
work in policy and law is not effective in culling sex work [15]. Prohibitory 
approaches to sex work reflect how moralistic attitudes discriminating against and 
stigmatising sex workers are manifested in law [15, 16]. In criminalised settings, 
policing strategies can include surveillance, crackdowns, arrests, or threats of arrest, 
intimidation, and sexual and physical violence by police. These acts of violence can 
be frequent and largely go unreported to law enforcement [6, 17–20].
 Links Between Client Violence, Criminalisation, and Policing
Criminalisation and repressive policing strategies have consistently been linked to 
an elevated risk of violence and a reduced ability on the part of sex workers to nego-
tiate safer sex work transactions [6–9, 21]. The risk of violence by clients and from 
law enforcement is amplified for the most marginalised and visible sex workers, 
specifically those soliciting clients primarily in street-based settings, those living in 
poverty, racialised sex workers, sex workers who use illicit drugs, and sex workers 
of gender minorities [20, 22, 23]. In an effort to avoid police, to meet and service 
clients, sex workers often move to secluded areas where there are few to no protec-
tions from violence and abuse—such as peer networks or even something as simple 
as good lighting—circumstances which can lead to reduced ability to refuse 
unwanted clients or services, including client demands for sex without a condom; 
also, due to the fact that help is not readily available, violent perpetrators can assault 
sex workers with impunity [17, 20, 24–26]. Criminalisation and policing force sex 
workers—in order to avoid police detection—to rush or forgo screening prospective 
clients or negotiating the terms of sexual transactions before engaging with clients 
or entering a vehicle, placing sex workers at increased risk of physical or sexual 
violence [17, 27, 28]. Because criminalisation also targets the people around sex 
workers and clients, broadly written and applied laws against “pimping”, “pander-
ing,” and “promoting” also create a barrier for sex workers to working with others 
or employing other protection [29–31]. The impact of criminalisation also stretches 
beyond the experience of arrest and incarceration itself. Evidence from the UK and 
India indicate that sex workers who have been arrested or imprisoned at one point 
in their lives were more likely to have experienced client violence [27, 32].
Criminalisation also causes increased vulnerability to negative health outcomes, 
as sex workers are less likely to disclose victimisation and must take on risks with 
clients to mitigate the risk of arrest. Physical and sexual violence against sex work-
ers is linked to the transmission of sexually transmitted infections (STIs) and HIV 
through coercive unprotected sex and a reduced capacity to negotiate sexual risk 
reduction with clients [6–9, 21, 28, 33]. There is also evidence that, more broadly, 
legislation criminalising sex work constitutes a significant barrier to accessing 
health services, including primary care, HIV treatment and prevention, and sexual 
health services [25, 34–36].
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 Violence by Police
In criminalised settings, interactions with police perpetuate both direct and indirect 
harms on sex workers and their safety. Direct violence perpetrated by police, as well 
as the fear caused by police presence and the resulting need to operate clandestinely 
without access to help in case of violence, cement the institutional violence of sex 
work criminalisation [14, 37]. In criminalised settings, interactions between sex 
workers and police are frequent and can be violent [6, 18, 38–40]. In Nairobi, 
Kenya, for example, a change in policing policy in 2017 banned the conduct of sex 
work in the Central Business District, forcing sex workers to increasingly resort to 
bribery in that lucrative area to avoid arrest by police [41].
In India, police violence and coercion, including sexual assault, confiscation of 
condoms, raiding of workplaces, and arrest, were associated with increased experi-
ences of physical or sexual violence by clients [42]. Among sex workers who expe-
rienced sexual violence in the past year in India, 6.6% reported that the main 
perpetrators were the police [43]. In Russia, sex workers in street-based settings 
were more likely to experience sexual violence by police than from clients [38]. 
Similarly, in Serbia, sex workers perceived police violence as a more serious threat 
than client-perpetrated physical violence, as they felt more able to manage their 
clients’ behaviours. The police were routinely feared for abuse of their powers and 
for causing physical harm, for stealing, and for acts of public humiliation [8]. 
Moreover, criminalisation was also identified as undermining sex workers’ human 
rights, including the right to police protection and legal recourse [16, 29]. Sex work-
ers in criminalised settings are fearful of reporting violence to the police as they 
may face criminal prosecution or other ramifications, such as negative consequences 
regarding their im/migration status, or risk increased police surveillance and harass-
ment after disclosing that they trade sex [16, 29]. This highlights the indirect conse-
quences of criminalisation on the violence experienced by sex workers in an 
environment of impunity for the violent perpetrators targeting sex workers.
 Intersections of Criminalisation
The negative effects of the criminalisation of sex work are amplified for sex workers 
who are racialised, im/migrants, live in poverty, use illicit drugs, work in outdoor 
venues, or identify as a sexual or gender minority [44–46]. Multiple layers of crimi-
nalisation intersect with racism and cis/hetero normativity and are engrained in 
policy and law—worsening the health and safety of many sex workers with various 
racialised and gendered identities. Furthermore, poverty, marginal housing, and 
homelessness undermine health equity and safety among sex workers [47].
Communities and people who are already marginalised based on their identities 
experience higher levels of violence, even in the context of violence against sex 
workers. Racialised sex workers experience the most brutal and relentless police 
violence and as a result have worsened health outcomes [6, 48]. Activists and 
researchers have highlighted the centrality of race in the organisation of sex industry 
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labour, with non-racialised workers often holding better paying jobs in safer work-
ing environments with reduced risk of police detection and criminal sanctions, and 
racialised sex workers experiencing more vulnerability to violence by police and 
clients [49]. In Canada, Indigenous women are disproportionately targeted by police 
and have a reduced capacity to negotiate sexual risk, which is linked to their ele-
vated rates of violence and HIV [50]. Furthermore, im/migrant sex workers also 
experience increased risk of violence and reduced access to sexual and reproductive 
health services. Research conducted among migrant Latin American women high-
lights the ties between im/migrant status and negative health outcomes and health-
care access [51]. Broadly, negative health outcomes are especially evident for 
racialised and im/migrant sex workers who experience language barriers, restrictive 
immigration policies, unstable housing, racism, xenophobia, and barriers to access-
ing employment within and outside the sex industry.
Criminalisation and enforcement also disproportionately target sex workers who 
solicit clients in outdoor settings and those experiencing insecurity regarding hous-
ing, due to their increased visibility and reduced cultural, social, and economic capi-
tal [20, 22, 23, 52]. Sex workers who live in poverty are more visible as they are 
more likely to work in street-based settings, making them more likely to be sub-
jected to police intervention [19, 47]. A growing body of literature has delineated 
the impact of different venues where sex workers engage clients on sexual health, 
violence, and policing [53–56].
Many of the sex workers engaged in the lowest paying street-based sex work set-
tings have a history of illicit drug use and thus are not only criminalised due to their 
income-generating activities, but also on charges related to their drug use, such as 
drug and paraphernalia possession. A high concentration of harms, including 
increased risk of violence and ill health, have consistently been documented in set-
tings where street-based sex work and illicit drug markets co-exist [18, 20, 22, 57–
60]. The intersecting negative effects of criminalising both sex work and illicit drug 
use compound sex workers’ ability to negotiate transactions and their ability to 
report violence to police [20, 61, 62]. Research from Russia has identified binge 
illicit drug use as increasing the risk of sexual violence by clients and police [38].
Sex workers with greater income security are more likely to have the resources 
to use safety measures, including the time required to screen new clients, more con-
trol and discernment over their physical location, and the ability to hire drivers or 
security personnel, and security cameras. These harm reduction techniques are 
meant to not only protect sex workers from client violence, but also from police 
detection [39, 63].
Research that focuses on the experiences of trans sex workers with sex work crimi-
nalisation is somewhat limited [33, 64, 65]. However, it is clear that trans, two spirit, 
and gender non-binary (T2SGNB) sex workers face additional risks in their interac-
tions with police in the context of criminalisation [64, 66]. Globally, T2SGNB peo-
ples face economic and social exclusion that both limit the breadth of work 
opportunities and exacerbate violence and discrimination within those settings, 
including sex work [64, 67–69]. Stigma against trans people compounds the stigma 
placed on sex workers and further exacerbates the negative effects of criminalisation 
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[64]. Much of the existing research related to trans sex workers in criminalised set-
tings highlights a disproportionate burden of violence perpetrated by police, includ-
ing rape and other forms of physical violence [65, 70]. In Vancouver, Canada, for 
example, moving to new locations in order to avoid police contributed to trans work-
ers facing increased experiences of violence perpetrated by clients. Spaces where sex 
workers solicit clients are often segregated by gender identity, even within the same 
city. As trans sex workers were pushed into other locations where clients traditionally 
only found cisgender sex workers, clients who were unaware of a workers’ gender 
identity sometimes exhibited transphobic violence [64]. Similarly, in Serbia, coercive 
policing practices were associated with reduced condom use among trans sex work-
ers, due to their reduced capacity to negotiate sexual safety in order to avoid police 
detection [6].
There is a lack of understanding of how evolving sex work legislation and polic-
ing practices shape the occupational health, safety, and labour rights among cis and 
trans men and gender non-binary sex workers [71–73]. Men sex workers have been 
largely erased from the public discourse about sex work laws. Historically, laws that 
frame sex work have not been the primary mechanism relied upon to regulate men 
sex workers, due to the close connection between the criminalisation of homosexual-
ity and men who sell sex [74]. As a result of gendered assumptions on the part of law 
enforcement, men sex workers are often viewed, treated, and ultimately charged 
differently than women and femme presenting workers. Findings from Canada and 
elsewhere highlight a shift among men sex workers from primarily street-based work 
to online solicitation, linked in part to efforts to avoid police detection and harass-
ment [72, 75]. Given the targeted criminalisation of third parties in many settings, 
including punitive approaches to control the advertising of sexual services, men sex 
workers are also directly affected by criminalisation that limits sex workers’ access 
to their clients via the internet. There is a critical need to explore the lived experi-
ences of cis and trans men who engage in sex work, including how various regimes 
of criminalisation—including the ongoing criminalisation of homosexuality in some 
settings—shape their health and safety in street settings and elsewhere.
Box 7.1 Country Spotlight Full Criminalisation: Cameroon
Over 60% of sex workers in Cameroon report experiencing physical or sexual 
violence in their lifetime [36]. Selling sex is illegal, with a punishment of jail 
time ranging from 6 months to 5 years and a fine of approximately 34–85 
USD [76]. Also outlawed are third parties, brothel keeping, and solicitation in 
public spaces [77]. In qualitative interviews in collaboration with a local sex 
worker organisation, workers not only pointed to criminalisation as encourag-
ing harm and violence against the community, but also the stigma that mani-
fests around the sex trade. As a member of a local sex worker organisation 
described, “sex workers are constantly subject to corrective rapes, refusals of 
care in health facilities, insults after the sexual act from their clients who do 
not want to pay” [76].
(continued)
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The police brutalise us out there
Sex workers highlighted that policing is a major source of harm, even 
when it doesn’t lead to an arrest. In addition to laws which criminalise sex 
work, sex workers are often unfairly detained for not having an identification 
card and are forced to bribe the officers for release [78]. Sex workers fre-
quently experience sexual and physical violence enacted by police. One sex 
worker described, “You take them like all the rest of your clients but when a 
uniformed man takes you, they are always brutal. He doesn’t want to do you 
in a way that should be done. He wants to assault you as if he is saying ‘ah 
here’s a woman from the street. I should destroy her this one time’” [79]. Even 
when sex workers report violence to the police, they may be brushed off or not 
taken seriously. “[W]hen we have problems here, you will go complain maybe 
if you go to complain they won’t take your problems into consideration 
because we are prostitutes!” one worker noted. “The police don’t intervene on 
our behalf when we have problems because we are waka [pidgin English word 
meaning ‘prostitute’]!” [36]. Worse, these encounters may lead to even more 
acts of violence. For example, a young woman who was a member of a sex 
worker organisation had been physically assaulted by a client after he 
demanded she give the money back. However, encounters with law enforce-
ment only compounded the harm done. “When the police arrived at the scene 
on the alert of the entourage, they brought [her] and her client to the police 
station to hear them. Once at the station, the community member was taken to 
an office by 3 policemen who forced her to have sex with them in exchange 
for her freedom. Having no choice, she gave way”. [76].
Beyond direct criminalisation, sex workers in Cameroon pointed to 
“stigma, discrimination and social rejection” [76] as major barriers to access-
ing services, including health services. This stigma both promotes policing 
and state violence, while also being reinforced by it, making it harder for sex 
workers to access healthcare services for information and the tools to prevent 
HIV/STIs. Additionally, financial penalties of criminalisation and arrest such 
as court fines and fees also contribute to the inability to access the full range 
of healthcare services. Beyond bribery, a conviction for sex work can also 
have long-lasting financial consequences: “Many sex workers are students 
who are asked to do this activity in order to finance their studies”, notes a 
member of a local sex worker organisation. “When they are convicted because 
of sex work, their criminal records [exclude them] from the opportunity to … 
gain access to certain jobs”. [76]
When asked what would change the situation for sex workers in Cameroon, 
sex workers provided varied answers, including police accountability, decrim-
inalisation, increases in social services and a safe place where they could 
connect with other sex workers [36].
Box 7.1 (continued)
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 End-Demand Criminalisation
Over the past decade, in a growing number of places there has been increased inter-
est in attempting to eradicate sex work through end-demand criminalisation, a form 
of prohibition that criminalises the purchase, but not the selling, of sexual services 
under some circumstances. Sweden, Norway, Iceland, and more recently France, 
Canada, and Northern Ireland, among other countries, have opted for end-demand 
criminalisation, despite the lack of evidence that this legal framework succeeds in 
either eradicating or reducing sex work or sexual exploitation. End-demand crimi-
nalisation was first implemented in Sweden in 1999, and it is often referred to as the 
Nordic model, despite the fact that the countries involved differ slightly from each 
other in its implementation. The primary objective of this approach is to eradicate 
sex work by eliminating demand through criminal sanctions targeting sex buyers 
and third parties, such as receptionists, venue owners/managers, drivers, and peers 
working collectively. Many countries that have adopted this model have layered the 
criminalisation of clients onto the continued criminalisation of sex workers and 
third parties, and thus continue to criminalise many sex workers, including im/
migrant sex workers and street-based sex workers [80]. Recent evidence from 
Canada, Sweden, and France indicates that end-demand criminalisation is unsuc-
cessful in meeting its objective of eradicating sex work and has resulted in contin-
ued violations of sex workers’ human rights and limited their access to safe working 
conditions [30, 31, 81–84].
In some circumstances, moving away from criminalising sex workers them-
selves marks a conceptual shift from seeing sex workers as exclusively “risky” 
and as criminals—the view that underlies prohibitionist approaches to the regula-
tion of sex work. Instead, this shift characterises sex workers as “at risk” of 
exploitation and sexual violence thus in need of intervention and state control for 
their protection, and the sex trade as inherently comprising spaces of harm [11, 
37]. Although the “end demand” rhetoric in some settings claims to prioritise 
women sex workers’ safety, its main goal remains the eradication of sex work 
through criminal sanctions.
Increasing epidemiological and social science evidence from Sweden, France, 
and Canada indicates that criminalisation and policing strategies targeting clients 
and third parties—such as receptionists, security personnel, and drivers—effec-
tively reproduce the harms created by other forms of criminalisation of sex work-
ers outlined above. In particular, this approach heightens risks for violence and 
abuse and contributes to the precarity of sexual labour and human rights abuses 
[30, 31, 82, 84, 85].
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Box 7.2 Country Spotlight End-Demand Criminalisation: Canada
In 2013, the Canadian Supreme Court struck down the laws criminalising sex 
work as unconstitutional, citing the country’s Charter of Rights and Freedoms 
which protects the security of the person. After several years of fierce delib-
eration, Canada passed the Protection of Communities and Exploited Persons 
Act (PCEPA), which implemented an “End-Demand” style of criminalisation 
where buying sexual services is illegal but the selling of sexual services is not 
criminalised, unless it takes place in the proximity of schools, daycare cen-
tres, or playgrounds. Additionally, PCEPA also criminalises third parties who 
gain material benefits, such as receptionists, managers, drivers, spotters, and 
advertisers and continues to criminalise im/migrant sex workers [79, 86].
In the 5 years since the law’s enactment, research from various parts of 
Canada has reported harms in sex workers’ relationships with law enforce-
ment and in their safety as being similar to what was previously experienced 
under prohibitive sex work legislation [30, 82, 85, 87, 88]. One cisgender 
woman sex worker who predominantly solicited clients in street-based set-
tings said: “Harassing the clients is exactly the same as harassing the women. 
You harass the clients and you are in exactly the same spot you were before. 
I’m staying on the streets and I am in jeopardy of getting raped, hurt” [29]. 
Similarly, research with sex workers from Eastern Canada indicated that law 
enforcement continued to enact violence, engage in intimidation and threats, 
conduct illegal searches, commit extortion and “out” individuals to commu-
nity and family members [87]. Even if the criminal penalty for selling sex 
under some circumstances has been removed, ultimately, the legal reform has 
not improved sex workers’ occupational conditions. A study from Vancouver, 
BC, found that 72% of “respondents said the [law] didn’t improve their work-
ing conditions, while over a quarter reported negative changes” [82]. These 
findings underscore that end-demand legislation did not advance sex workers’ 
occupational health and safety. Im/migrant workers in formal indoor work 
settings (e.g. massage parlours) as well as sex workers who already face high 
rates of criminalisation (e.g. due to illicit drug use) were most likely to report 
negative changes after the implementation of the PECPA [82]. These findings 
highlight that the implementation of end-demand legislation in Canada has 
resulted in further marginalising the most precarious groups of sex workers. 
Many sex workers interviewed in Vancouver have indicated that these laws 
merely reproduce the harms of other forms of criminalisation [29].
Most at risk of policing and abuse were racialised and immigrant sex work-
ers [82, 87]. As one sex worker described, “Indigenous sex workers or Black, 
African-Caribbean sex workers are most targeted within the work they do; 
they’re most visible, and even when sex workers are not working” [87]. 
Migrant workers on open work permits still face criminalisation for selling 
sex, and immigration infractions could lead to eventual deportation. Asian sex 
workers are regularly profiled and targeted by police. As one immigration law 
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(continued)
advocate explained, “If I’m a white American up here without status doing 
sex work, I’ll be fine. If I’m an Asian woman working at a massage parlour 
and I have a work permit that says I shouldn’t do sex work, I’m in grave 
 danger”. [87]
Despite the claims of some PECPA’s supporters that it would reduce the 
abuse and criminalisation of sex workers, this has not been the case. Sex 
workers still experience harm and are forced to adapt their behaviour to the 
detriment of their safety and health. Sex workers report a variety of ways they 
structure their work to avoid interacting with police, including employing 
screening techniques, avoiding visibility by staying in more isolated locales, 
adopting irregular hours and work schedules, moving to secluded locations or 
working alone. All of these behaviours can also contribute to vulnerability to 
interpersonal violence with potential clients. As rational decision-makers, sex 
workers are prioritising avoiding arrest over avoiding risk of assault. One sex 
worker described, “I find it’s almost equal avoiding cops versus avoiding 
aggressors; it almost takes from keeping an eye on tricks when you’ve got to 
watch for police now, who might be trying to set you up” [87]. Sex workers 
are also forced to adapt their behaviours in order to address their clients’ fear 
of law enforcement, and many of these techniques carry with them new layers 
of vulnerability to violence. “A lot of the johns that I’m talking to now are so 
nervous and it seems almost like it’s dangerous”, one sex worker noted, “they 
want to meet you in dark alleyways, because they’re scared of the cops now, 
because it’s only them that get in trouble” [87].
The criminalisation of third parties, a central aspect of end-demand legisla-
tion, harms sex workers. Research has demonstrated that it is inaccurate to 
generalise that all third parties are exploitative male “pimps”. The majority of 
third-party workers in indoor sex work environments were actually found to 
be either current or former women sex workers. Sex workers reported that 
these “third parties” provided client screening, security, and sexual health 
resources to sex workers; yet criminalisation under end-demand models 
restricted the availability of condoms and constrained access to police protec-
tions in case of violence or fraud, thereby undermining sex workers’ health, 
safety, and human rights [88]. These findings showed that the criminalisation 
of third parties reproduced the unsafe working conditions experienced under 
other forms of sex work criminalisation [88]. Under end-demand legislation, 
the threat of police raids and inspections continued to deter condom availabil-
ity in indoor sex work venues due to fears that condoms may be used as evi-
dence to confirm that sex work takes place in a particular locale [46, 89]. The 
physical absence of condoms onsite, issues concerning sex workers’ immigra-
tion status (e.g. fear of arrest or deportation), limited English proficiency, gen-
dered power imbalance, and poverty, have all been found to interact to reduce 
women’s ability to negotiate transactions and negotiate their health and safety 
in massage parlours [46, 89, 90].
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 Legalisation
Legalisation is a regulatory model wherein sex work as well as sex workers are 
offered limited legal status based on various structural identities, including immi-
gration status, age, work environment, and geographic location [91]. This model of 
regulating sex work takes a different form compared to other prohibitionist regimes, 
but is predicated on similar moralistic principals treating sex work as distinct from 
the mainstream service industry, and continues to undermine sex workers’ human 
rights and health [91].
Regulatory models to govern sex work have been implemented in diverse set-
tings including in the Netherlands, Germany, Guatemala, Switzerland, parts of 
Australia, Mexico, and Senegal [14, 92, 93]. These legalised settings have been 
lauded by some for being in contrast to purely prohibition-based approaches. But 
the legalisation of sex work in these settings is predicated on the ability and willing-
ness of workers to adhere to exceptional and moralistic assumptions about the sex 
industry. It generally regulates government-mandated health and HIV/STI testing 
and compliance, curfews, and public registration [91]. Some of these requirements, 
including mandatory testing among sex workers, are based on public health regula-
tions that aim to protect “the public” by treating sex workers as vectors for disease 
[94]. In these settings, these controlling health regulations prioritise certain citizens 
while undermining the health and safety of sex workers [95].
Legalisation restricts the occupational autonomy of sex workers, including where 
and when they can work. In a survey conducted among sex workers working in 
Amsterdam, only 2% of sex workers supported changes to work environments pro-
posed in the city’s primary sex work settings. Under legalisation, sex workers have 
little control or agency in negotiating the specifics of their work environments [96]. 
Legalisation in the Netherlands in recent years has shown to be a tool for the gradual 
encroachment on the rights and autonomy of sex workers, through legislative reform 
Additionally, end-demand legislation continues to constitute one of the 
main reasons sex workers are targeted for abuse. It is still apparent that sex 
workers remain unlikely to contact law enforcement if they are victimised. 
Elene Lam, an organiser of Chinese migrant sex workers, explained how the 
consequences of immigration status make sex workers less likely to reach out 
for law enforcement assistance, and this reality is yet another factor increas-
ing their vulnerability. “We see people in other cities who target sex workers, 
especially migrant sex workers, because they know that they will not report to 
the police, and then they are organising to get money, or rob or rape. Some sex 
workers were robbed four times a week by a group of people” [87]. Despite 
all of this, sex workers across Canada are continuing to organise and advo-
cate. Finding strength and survival in their communities and networks, they 
continue to push for renewed law reform that decriminalises sex work.
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and decentralised legal authority that controls the regulation of sex work in munici-
palities [92]. Regional differences in the way sex work is regulated can create confu-
sion and may leave sex workers vulnerable to judiciary action or fines. Evidence from 
the Netherlands has demonstrated that legalisation has not been sufficient in eliminat-
ing the structural violence experienced by those working in this industry and is insuf-
ficient in conferring full citizenship rights for sex workers [97]. Recent amendments 
to sex work laws in this setting have failed to address stigma or remedy a lack of 
social rights, and migrant workers remained barred from this industry in part due to 
the conflation of sex work and trafficking for the purpose of sexual exploitation [97].
Evidence from Senegal has demonstrated that models of legalisation may create 
new vulnerabilities for sex workers by legalising some aspects of sex work while 
failing to address stigmatising attitudes towards this form of labour [98]. In Senegal, 
sex workers must register and carry a copy of their registration with them, as well as 
attend compulsory sexual health testing. Fears of stigma and social isolation are 
cited as the primary barriers, causing over 80% of sex workers in Senegal to avoid 
registration, thereby forfeiting the associated legal protections [98]. Moreover, 
legalisation status contributes to the growing inequity between sex workers who 
have access to legal protection and those who do not. In the Netherlands, for exam-
ple, foreign workers who are not eligible for legal protection in an otherwise legal 
setting experience exaggerated forms of structural violence by employers and cli-
ents, including blackmail [97].
The regulation of sex work under a legalisation paradigm includes, in many set-
tings, mandatory STI and HIV testing for workers. This practice is clearly flagged as 
a human rights violation by sex workers’ rights organisations as well as global policy 
bodies such as WHO and UNAIDS. Research in various settings has demonstrated 
that forced HIV/STI testing undermines more successful voluntary prevention meth-
ods [99, 100]. It also exacerbates stigma, interferes with relationships between 
healthcare providers and sex workers, and may contribute to criminalisation of sex 
workers who test positive [100]. In this way, mandatory testing creates new opportu-
nities to criminalise and control sex workers within supposedly legal settings [91].
Box 7.3 Country Spotlight Legalised Model: Australia (Except New 
South Wales and the Northern Territory)
In Australia, each state or territory has its own system of regulation and crimi-
nalisation of sex work using legalised models; however, in contrast to other 
states and territories, New South Wales and the Northern Territory have 
decriminalised sex work entirely. One worker (who asked that her organisa-
tion and location not be disclosed) described how, in states with regulation in 
the context of a legalised model, there remains a significant fear of criminali-
sation among sex workers. “Our main problem is coercion for fear of being 
reported for breaking one of the myriad impossible laws around sex work in 
our state. It is difficult to screen, difficult to negotiate and nearly impossible 
to report assault when you are scared of being charged for offering illegal 
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 Decriminalisation
Decriminalisation is a model wherein sex work is regulated under existing labour 
laws and processes rather than through exceptional measures, as is the case with 
legalised models. Decriminalised sex work environments contribute to the wellbe-
ing, health, and safety of sex workers. Significantly, various global human rights 
and policy bodies such as the World Health Organization, UNAIDS, UNDP, UNFPA, 
NSWP, and Amnesty International consistently reinforce the need to decriminalise 
sex work as a best practice to promote the health and human rights of sex workers. 
Estimates suggest that the decriminalisation of sex work is among the most substan-
tive actions that can be taken to address the global burden of HIV, averting an esti-
mated 33–46% of HIV infections in the next decade [102]. Yet decades of advocacy 
and campaigning by sex workers have resulted in dramatically few decriminalised 
environments, with New Zealand, and New South Wales and the Northern Territory 
in Australia being rare exceptions to the more common restrictive approaches, 
including end-demand criminalisation and legalisation observed globally [103].
services… State law prohibits private workers from working with anyone else 
in any capacity. No doubles, no phone message taker, no driver, no security, 
no sharing of spaces. They do police this law and it is a criminal offence (anti-
pimping law…). This leaves workers incredibly open to violence from clients. 
I have worked under many different legislative models and this kind of regula-
tion is the one I find the most difficult”. [101]
Research conducted in Australia, where some states have implemented 
mandatory STI and HIV testing for sex workers, demonstrates that mandatory 
testing devalues effective prevention methods already in use among sex work-
ers, unnecessarily overburdens the healthcare system and contributes to stig-
matising conceptions of sex workers as unable or unwilling to take effective 
control over their health [99].
Box 7.4 Country Highlight Decriminalisation: New Zealand
In New Zealand, where sex work has been decriminalised since 2003, workplace 
health and safety standards have been established in consultation with sex work-
ers, and sex workers can bring employment complaints to governing bodies [81]. 
The New Zealand Prostitution Reform Act treats sex workers as full citizens 
with rights and occupational responsibilities. Sex work is regulated in the same 
manner as any other business by regulating its commercial practice through stan-
dard employment Health and Safety regulations; regulating the location of com-
mercial sex establishments through zoning by-laws; and specifying the health 
and safety obligations of managers and workers. Regulating sex work as any 
Box 7.3 (continued)
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 Conclusion
Intersecting regimes of criminalisation, policing, and stigmatisation shape sex work-
ers’ occupational health and safety and experiences of violence and victimisation. A 
wealth of evidence demonstrates a growing consensus among sex workers and aca-
demics towards the need for decriminalisation as the only option for protecting the 
health and human rights of sex workers [21, 30, 37, 102, 106–108]. There is a critical 
need to include the expertise of sex workers from all segments of the sex industry, 
including those who are most marginalised due to racialisation, im/migration status, 
and illicit substance use, in evidence-based policy making [109]. Globally, the fail-
ures of sex work law stem from failure of governments and law makers to take seri-
ously strong evidence produced by sex workers, human rights advocates and 
academics. The evidence shows that existing laws are creating and exacerbating dev-
astating harms to the safety, health, and human rights of sex workers, including 
violence and poor health. Indeed, an ever growing body of research suggests that 
much of what has been identified as harmful in sex work is a product, not of the 
inherently dangerous or violent character of sex work, but rather of the social and 
structural factors that shape the working conditions of sex workers, such as crimi-
nalisation and punitive policing, stigma, poverty, and gender inequity [1, 2, 11, 12].
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Chapter 8
Stigma, Denial of Health Services, 
and Other Human Rights Violations Faced 
by Sex Workers in Africa: “My Eyes Were 
Full of Tears Throughout Walking Towards 
the Clinic that I Was Referred to”
Marlise Richter and Kholi Buthelezi
I felt so humiliated. I felt that I hated myself. I was crying. My eyes were full of tears 
throughout walking towards the [public health] clinic that I was referred to. Because of the 
way that the nurse [at the general hospital] shouted at me. I didn’t know what I did wrong 
by coming to the clinic for a consultation […]
So, in that way if sex workers continued to be treated in this way; it drives them away [from 
healthcare facilities]. It drives them away—Penelope Zulu1 (female sex worker, aged 45, 
inner-city Johannesburg, South Africa)
 Introduction
In 1993, one of South Africa’s academic health journals, the South African Medical 
Journal, published an article entitled “Prevention of sexually transmitted disease. 
The Shurugwi sex-workers project” [1]. While this article describes an intervention 
that is more than 30 years old and which was limited to a small rural town in sub-
Saharan Africa, it unfortunately reflects contemporary features of the health sector’s 
general approach to sex workers and to sex work in many areas of the world. This 
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work described a 1988 health intervention that took place in a small mining town in 
the Midlands province of Zimbabwe, in which sex workers were framed as “a res-
ervoir and transmission of sexually transmitted disease (STDs)”in Zimbabwe. The 
project—called the Shurugwi experiment—included the formation of an STD 
Committee consisting of health workers that “resolved at its first meeting that all 
sex-workers in the town should convene a general meeting. The sex-workers were 
then given a lecture on STDs and their possible complications, especially for 
women” and were subsequently warned about “becoming reservoirs and spreaders 
of STDs”. Sex workers were requested to form their own committee that would 
work with the STD committee. The author noted:
At the general meeting, it was also resolved that a card system for sex-workers would be 
introduced. To qualify for the card, a sex-worker had to undergo a physical examination by 
the medical officers in the committee. Those who required psychiatric counselling, e.g. for 
AIDS pre-testing, were referred to the nurse responsible. No sex-worker could enter a beer 
garden, where most clients are available, without the health card. Since all beerhalls are 
manned by security guards, these were informed of the committee's resolution […] The card 
holders were examined on a monthly basis. A special government stamp was put on the 
cards of those free from disease. Those found to have a disease had their cards withdrawn 
until such time they were free from disease […]. The researcher gave lectures on STDs and 
their complications in all beerhalls… ([1], p. 40)
Unfortunately, the intervention described in, and the content and tone of, the 
above publication [1] did not recognise sex workers or sex workers’ health as hav-
ing intrinsic value—and in many ways this context has hardly changed. Moreover, 
the fraught setting of sex work and the oppressive context in which the above HIV/
STI prevention project took place in 1988 in Zimbabwe still persist today. While it 
would seem to be understood that if sex workers were diagnosed with an infection, 
they would be referred for treatment, no details or reference to treatment was 
described as part of the intervention. Rather, the approach appeared to be strongly 
underpinned by themes of blame, the need for compulsory policing, reprisal, and 
“lectures”, as well as moral superiority. Similarly, the intervention had been imposed 
in a top-down manner, contained very little incentives, and did not respect sex 
worker agency or autonomy. While the author concluded the article by calling for 
law reform (in this case in the form of legalisation) and recommended that sex 
workers be consulted in the planning of prevention programmes, no evidence was 
provided that sex workers had, in fact, any input on either the programme or the 
resolutions taken on how to manage their health, work, or well-being.
In this chapter, we aim to describe contemporary sex worker experiences with 
health services and the health system in Africa as documented in the literature and 
supported by sex workers’ lived experiences. We will highlight how stigma, dis-
crimination, and sexual moralism impact on health workers’ engagement with sex 
workers and their families, and how this inhibits sex workers from keeping them-
selves safe and healthy. We will conclude with an encouraging example from South 
Africa where the Department of Health, in partnership with civil society, has taken 
leadership in rolling-out specialised services for sex workers to proactively address 
healthcare worker prejudices, and to provide health care for sex workers that is 
respectful and participatory.
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 Sex Work and Health in Africa
Much of the research on sex work in Africa describes the perilous position of sex 
workers, and usually relates it to poor health outcomes and, in particular, to HIV 
transmission. The dangers that African sex workers face are by no means unique, 
and criminalisation and an oppressive legal system, high levels of violence, repres-
sive law-enforcement, dangerous clients, and a prejudiced public constitute chal-
lenges that sex workers face on all continents. Yet, in many African countries these 
challenges are particularly severe due to a number of interlocking factors including 
the following: sex work is strongly stigmatised from religious, cultural, and gender 
perspectives; extreme levels of poverty combined with the lack of adequate social 
safety nets push many women into the informal sector, which includes exchanging 
sex for resources; healthcare and social services are under resourced; there is little 
legal recourse for human rights violations; and sex worker collectivisation did not 
begin to gain much momentum until 2009, with the formation of the African Sex 
Worker Association (ASWA) [2]. In fact, the criminalisation of adult consensual sex 
is a popular strategy adopted by many of the 55 states on the African continent. The 
vast majority of countries in Africa criminalise some aspects of sex work [3, 4]. 
Same-sex practices are criminalized in 33 countries, with the death penalty still 
applicable in Mauritania, Sudan, Northern Nigeria, and Southern Somalia [5], and 
between 27 and 30 countries in Sub-Saharan Africa criminalise aspects of HIV [6, 
7]. The far-reaching, negative consequences of using the blunt tool of the criminal 
law to regulate adult consensual sexual behaviour has been well-documented—par-
ticularly so within the literature on HIV [8]. The health system and healthcare work-
ers are often first responders, required to meet the recurring support and care needs 
of individuals who are directly affected by these criminal laws and their concomi-
tant stigmatisation and violence; thus they are in an important position to document 
these issues [9] and be vocal patient advocates.
A recent systematic review of healthcare services for female sex workers in Africa 
found that these were limited in coverage, included only a narrow scope of services, 
and were poorly coordinated [10]. Health programmes associated with sex work 
were specialised and mostly focused on HIV and STIs rather than providing compre-
hensive health services, including sexual and reproductive health. In fact, contracep-
tion was only available in 7 sites out of the 54 found in the systematic review. Only 
6 of them offered urine pregnancy tests and not one of the sites offered termination 
of pregnancy services (a number of African countries criminalise termination of 
pregnancies) [11]. The funding of all the sites was provided by international donors, 
not by governments, and the focus was research-driven rather than the implementa-
tion of much-needed, large-scale service-delivery programmes.
Disappointingly, the review also noted that there were few structural interven-
tions targeting the sex work context. The structural interventions documented 
included gender-based violence services in only two countries (Zambia and South 
Africa); one project that provided legal literacy (South Africa); and one facility 
teaching violence prevention techniques such as the development of personal plans 
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to reduce risk (South Africa). For example, in Zambia, local clinics would arrange 
referrals for legal assistance as part of gender-based violence interventions. Limited 
programmes in Malawi and Kenya included micro-enterprise to support additional 
income generation for sex workers.
The findings of the systemic review are deeply distressing, against a backdrop in 
which more than a third of female sex workers in Sub-Saharan Africa (37%) are 
living with HIV [10]. This is three times the global HIV prevalence among female 
sex workers [10]. Unaddressed HIV risk has led to large-scale illness and death, as 
well as increased stigmatisation and human rights violations among the various sex 
work communities in Africa. One modelling study suggested that, of the 106,000 
deaths from HIV in 2011 linked to female sex work globally, 98,000 occurred in 
Sub-Saharan Africa [12]. Clear, rigorous scientific evidence [13–16] and a long his-
tory of calls by sex workers and allies support expansion of interventions to support 
the health, well-being, and rights of sex workers and to mitigate HIV [17–19]. 
Among these are the removal of criminal laws surrounding sex work, scaling up of 
treatment, prevention and care programmes, and violence prevention and stigma 
reduction programmes. Yet these are not being implemented, or at best, are not 
implemented to scale. It is also very troubling that, despite far-reaching inroads into 
the AIDS epidemic globally [20], HIV rates among female sex workers at a global 
level remain “largely unchanged” today [15]. Finally, HIV data on transgender and 
male sex work as well as on sex work clients—groups which have traditionally been 
overlooked—remain scant but are increasingly being collected [15]. It is vital that 
this research is expanded to inform programmes and services that serve these groups 
and to address their particular needs and concerns.
 How Do Sex Workers Experience Existing Healthcare Services?
Moving from country-level to individual-level, we now turn to exploring how sex 
workers in Africa experience the healthcare services available to them. A range of 
problems have been documented, and the paternalism and stigma described in the 
opening paragraph of this chapter unfortunately still characterise how some health-
care services approach sex workers and the sex work context.
The issues of discrimination and prejudice remain key themes in sex workers’ 
interactions with health care, and healthcare settings are, alarmingly, still a signifi-
cant site of human rights violations [21]. Research with male, female, and transgen-
der sex workers in Uganda, South Africa, Kenya, and Zimbabwe, for example, has 
documented a range of problems experienced by sex workers within healthcare set-
tings: poor treatment, stigmatisation, and discrimination by healthcare workers; 
having to pay bribes to obtain services or treatment; being humiliated by healthcare 
workers; and, the breaching of confidentiality [22, 23].
Conservative beliefs held by healthcare workers combined with the deeply 
unequal power differentials between healthcare workers and sex workers often 
result in the latter being particularly poorly treated. Some sex workers report avoid-
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ing healthcare services as much as possible rather than to be subjected to prejudice 
and disrespect. It should be noted that healthcare worker approaches to sex work are 
shaped by broader societal, cultural, and religious beliefs bolstered by the criminali-
sation of sex work. Structural reform including the decriminalisation of sex work 
and addressing the stigma that attaches to sex work is a vital component of the 
social change necessary to support sex worker health and well-being, which will, in 
turn, shape positive and empathetic healthcare worker approaches.
Let us look at specific examples:
At the first African Sex Worker conference in 2009, delegates from different 
countries spoke about sex workers’ experiences with health services. The country 
representative from Malawi noted a colleague’s experience with seeking ARV treat-
ment in a hospital in Zomba, who had received the following response from a nurse:
Why do you bother us? It’s better for people like you to die. Why should the government 
waste money treating people like you rather than giving the medication to important peo-
ple? ([2], p. 12)
The notion that sex workers are undeserving of services or treatment, and the 
experience of healthcare workers bluntly articulating offensive views that sex work-
ers should rather be dead than treated, are also described in Scorgie’s study, where 
a sex worker in Uganda related:
We are despised in the hospitals. They [healthcare providers] say, “We don’t have time for 
prostitutes” and they also say that if one prostitute dies then the number reduces. (Belinda, 
27-year-old female, Kampala) ([23], p. 6.)
Delegates at the African Sex Worker conference from Botswana and Zimbabwe 
also noted the intense hostility and discrimination on the part of healthcare workers. 
Examples cited from Botswana included breaches of privacy and medical ethics, 
such as conducting HIV testing without consent. Scorgie and colleagues docu-
mented forced HIV testing or HIV testing without the patient’s knowledge in two 
clinical sites in South Africa and one in Uganda. In contrast, some participants in 
the same study noted that they were denied HIV testing when they had requested it.
Binagwaho related the experience of a female sex worker in Rwanda who noted 
that she was refused treatment reputedly because of personal vindictiveness or jeal-
ousy on the part of healthcare workers:
I live in the center of town, where most health workers live, and I run into them all the time. 
[At the clinic,] if they know you haven’t given up prostitution, they can refuse to serve you, 
because they suspect you’ve been with their husbands. They keep grabbing other people’s 
files and passing you over, because you’re a prostitute. ([24], p. 92)
Sex workers have noted how healthcare workers have interrogated them unnec-
essarily about sexual practices, while male and transgender sex workers, in particu-
lar, have been held up as curiosities by staff. Boyce’s study with male sex workers 
noted how participants have been publicly humiliated:
Nurses often call each other when they find out about being a male sex worker saying: “we 
have never had such a case” or “come look at what his type of STD, we have never had it 
at this hospital before” ([25], p. 20)
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Following a gang rape by clients, a transgender participant in the Scorgie study 
painfully described the secondary victimisation by healthcare workers in the fol-
lowing way:
I go to report to the police, they told me to go to the hospital and I was still wearing my 
jeans, wig and with my breasts. When the doctor examined me and find out that I am a she-
male, he called other doctors and nurses. They left their work to come and see that a man 
got raped. It was like a mockery…. The doctor told me I was not raped but I was sodomised 
because I am a man. The way I was dressing they said “what kind of a woman [are you]?” 
I just walked [away] from the hospital without being treated. It was not fair because I was 
raped the whole night. ([23], p. 6)
Transphobia, homophobia, and xenophobia often overlap and strengthen prejudices 
toward sex work, and some of these dynamics are described by Boyce and Isaacs as 
“intercommunity hostility” ([26], p.  300). Xenophobia, racism, migration status, 
homelessness, gender identity, sexual orientation, and drug-use are all factors that 
can compound discrimination in the healthcare setting, and leave populations that 
are often most in need of social, legal, and wellness support without services, thus 
ultimately compounding their marginalisation.
Sex workers often report that they would rather avoid health care than expose 
themselves to additional stigmatisation or rights violations. Alternatively, they may 
choose not to inform healthcare workers that they are sex workers, which Scorgie 
points out could lead to sub-optimal medical treatment. In a study by Fobosi and 
colleagues on truck-stop clinics in South Africa, sex workers articulated this reti-
cence as being “shy” about seeking treatment at public hospitals [27]. Sex workers 
who register their “shyness” seem to distort the problem of healthcare avoidance as 
an individual failing or a personal lack of assertiveness, rather than placing the focus 
on broader systemic issues within health and society.
Some healthcare workers’ attitudes toward sex work are informed by conserva-
tive and religious perceptions of sex work—views that often label sex worker liveli-
hoods as immoral. Baleta relates an experience of a female sex worker in Lesotho 
who was refused treatment for a badly infected wound on her leg in the fol-
lowing way:
She had her leg bandaged at the hospital but the health-care providers accompanying her 
informed staff that she was a sex worker, which was recorded on her health card. The doc-
tor’s response was, ‘Well you are a sex worker, you are going to die in the next 3 months. 
There is nothing more we can do for you, and I have a waiting room full of people who are 
not morally corrupt like you’ and sent her home. ([28], p. e1)
These distressing attitudes manifest not only in the provision of medical treat-
ment to sex workers, but also limit the reach and effectiveness of other services and 
supports, including psycho-social support, disease prevention, and health promo-
tion. In some healthcare settings where male condoms are provided free-of-charge, 
sex workers reported only being allowed to take a few condoms each, or alterna-
tively, being expected by unscrupulous healthcare workers to trade sex or money for 
the allegedly free condoms [23, 29]. Some healthcare workers erroneously believe 
that by providing condoms to sex workers, they are “promoting” sex work—an 
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assumption in line with early opposition to making free condoms available to youth 
because, rather than reducing their HIV risk, it would simply increase their sexual 
activity. Research has thoroughly debunked this argument [30, 31].
Conservative attitudes about sexual and relationship constellations also manifest 
in healthcare worker insistence that female sex workers bring their husbands or 
sexual partners along to the clinic. Otherwise they will not provide treatment to sex 
workers. Scorgie quotes a 25-year-old female sex worker from Kampala who said:
When you go to the hospital the health workers say, “We will not treat you unless you come 
with your husband”. We don’t have husbands, so we go to drug shops and buy some drugs 
to relieve us from the pain. ([23], p. 6)
While research on sex workers’ healthcare-seeking behaviour beyond the public 
health sector is limited, some studies mention sex worker self-treatment: purchasing 
over-the-counter remedies from pharmacies, seeking services in the very expensive 
private sector and/or consulting with traditional healers [10, 23, 25]. Anecdotal evi-
dence suggests that some sex workers experience traditional healers as less judge-
mental than healthcare workers. A respondent in the Scorgie study noted that:
It’s tough, especially when you suffer from an STI, they treat you like you just got what you 
deserve, and we end up using some traditional herbs because the traditional healers don’t 
ask too many questions. (Thuli, 35-year-old female, Bulawayo) ([23], p. 10)
An under-explored issue is how sex workers’ negative experiences in the healthcare 
settings may impact on their family members’ access of these services. Sex worker 
avoidance strategies may include a reluctance to bring their children or adult depen-
dents to health facilities, leading to poor health outcomes, not just at the individual 
level but at the family level, too. Scorgie notes that:
Discriminatory treatment was applied even at times to family members of sex workers who 
accompanied them to health facilities. One participant recounted being pushed to the end 
of the queue when bringing her child for treatment and was attended to only after all other 
patients had been seen ([23], p. 10).
Significantly, while many sex workers support dependents, including children, the 
systematic review by Dhana and colleagues found only one general clinic in Uganda 
that specifically offered health care for the children of female sex workers [10].
In addition to documented concerns regarding negative treatment by healthcare 
workers, the prejudices of non-clinical staff employed in health systems, such as 
receptionists, security guards, cleaners, porters, and administrators, also contribute 
to sex worker mistrust, fear, and avoidance of healthcare facilities. This, however, is 
often overlooked as a barrier to services. A 2018 study in South Africa on access to 
health care for Key Populations noted the following:
[…] it was widely reported that health facility staff express stigmatising attitudes towards 
key populations. Although these were said to occur from all cadres of staff, a majority of 
assessment participants singled out non-clinical staff, especially security guards, but also 
clerks and cleaners, as the most problematic; one reason being that they are rarely, if ever, 
involved in training and sensitisation activities provided for their clinical colleagues. 
Research findings bolster these observations, particularly for MSM [Men who have sex 
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with Men] and for foreign migrants (Rispel et al., 2011; Vearey, 2014). As a further exam-
ple, peer educators working with PWID [people who inject drugs] described how their 
clients are frequently barred from facilities by security guards, either because of their 
appearance or because it has become known that they are a PWID. ([32], p. 23)
In view of the fact that non-clinical staff often serve as gate-keepers to health care, 
it is vital that they are routinely included in sensitivity training.
 The Power of Positive Experiences
Studies documenting sex worker experiences within healthcare services also 
describe positive and encouraging engagements with health care although these 
tend to be the minority of experiences. Respondents in the Scorgie study spoke 
about some healthcare workers as being “friendly and respectful”, having a “good 
attitude” and as affirming sex workers’ dignity [23]. This has been well documented, 
for example, in sex work-specific clinics where staff have received sensitisation 
training, such as in inner-city Johannesburg [33–35]. The Fobosi study on roadside 
wellness clinics recorded sex worker respondents’ satisfaction with “friendly staff”, 
how some clinics were open at night time and even included services that users 
didn’t expect, like malaria screening [27]. The opening quote of this chapter includes 
a description of Penelope Zulu’s painful experience with harsh healthcare staff 
when she went to a health facility for a general check-up. However, her narrative 
changes when she is referred to a sex work-specific clinic, where an empathetic and 
kind nurse provided the clinical care and emotional support that she needed. Zulu 
describes the nurse as “being like a mother”; under her support and mentorship, 
Zulu decided to become a peer educator and ultimately became an outspoken leader 
in the sex worker movement in South Africa.
South Africa has seen some unique developments on HIV and sex work. In 2016, 
South Africa became one of the first countries in the world to pass a sex work-spe-
cific HIV plan [36]. This was due to factors including a staggeringly high HIV 
prevalence associated with the sex work context, the health system’s commitment to 
a rights-based approach to HIV/AIDS, the positive experiences of sex workers at the 
few sex work-specific clinics available, and the uncompromising activist approach 
by sex worker advocates and allies [36–38]. The “South African National Sex 
Worker HIV Plan, 2016–2019” is comprehensive in its strategy. It adopts a combi-
nation prevention approach that includes peer-education-led strategies and makes 
specific provision for Pre-Exposure Prophylaxis (PrEP) and Universal Test-And-
Treat while also endeavouring to deal with social and structural drivers of HIV in 
the lives of sex workers [21]. It supports the decriminalisation of sex work, while 
committing itself to “competency and sensitisation training to health and social 
workers. Training should also be expanded to law enforcement officials, other ser-
vice providers, and the community”. ([39], p. 29). More recently, South Africa’s 
“National Strategic Plan on Gender-based violence & Femicide” included a com-
mitment by government to finalise the “legislative process to decriminalise sex 
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work” by March 2024 [40]. These policies emphasize the key linkages between 
health and violence, and the structural reforms necessary to safeguard sex worker 
dignity and rights.
At the time of writing, the HIV Plan was being reviewed and its implementation 
assessed. While it is impossible to address deep-seated prejudices and other struc-
tural barriers to health care with quick fixes, the Plan and its comprehensive 
approach is an influential first step in the right direction. Indeed, in a recent submis-
sion to the United Nation’s Committee on Economic, Social and Cultural Rights on 
South Africa, Human Rights Watch noted the following:
On a positive note, the sex workers we interviewed told us they had free, fairly straightfor-
ward, and non-discriminatory access to health care, including reproductive health care and 
HIV/AIDS treatment. Many remarked on their experiences of improved, friendlier services 
over the past six years. A driving force behind these improvements has been the South 
African Department of Health and the South African National AIDS Council (SANAC, 
which coordinates several government bodies) openly calling for services for sex workers 
and for decriminalization. A whole-of-government approach towards sex work that recog-
nizes the rights and needs of this vulnerable group would make more sense and help end 
police practices that obstruct SANAC’s goals of ending the pandemic, for example detain-
ing sex workers without access to antiretroviral drugs. [41]
 Conclusion
In Africa, sex workers’ negative experiences with health services act as a powerful 
barrier to their accessing quality health care—by inhibiting effective treatment, pre-
vention, and support for HIV and other health-related needs of sex workers, includ-
ing their sexual and reproductive health, preventative care, and mental health [24, 
42]. This chapter explored examples of how prejudices harboured by healthcare 
worker and non-clinical staff have a far-reaching negative impact on sex workers’ 
well-being and access to care. In contrast, positive interactions with healthcare pro-
viders and health services empower sex workers, affirm sex worker dignity and 
agency, and assist in cultivating healthy behaviour and improved health outcomes 
[33, 35, 43].
It is unfortunate that the clear evidence for the need to decriminalise sex work 
has not transformed the sorely outdated legal and policy landscape associated with 
the criminalisation of sex work, a landscape characteristic of most countries 
in Africa.
The political will, the necessary funding, and the urgency required to implement 
an effective response to sex work in Africa—and to do so at scale—are mostly 
absent. This remains the case, despite a large body of evidence and improved pro-
grammatic responses that support sex workers. Of particular concern, health pro-
grammes that focus narrowly on biomedical or behavioural HIV/STI prevention or 
treatment in relation to sex work remain myopic, as they focus only on sex workers’ 
sexual engagements, and do not address their broader health and social needs, their 
full humanity and personhood.
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This can be overcome with comprehensive, rights-affirming health programmes 
designed in partnership with sex workers, combined with structural interventions 
that transform outdated legal frameworks and implement violence prevention strate-
gies, psycho-social support services, and sex worker empowerment initiatives; and 
which galvanise peer-lead programmes that focus on strategic and practical sex 
worker needs in an African context. We are encouraged by the strides made towards 
these on a policy level in South Africa, with the passing of an official Sex Worker 
Plan. The crucial test, however, is how, and at what scale, the Plan has been 
implemented.
It is our hope that the voices of sex workers and sex worker rights advocates in 
Africa become stronger and are amplified on key platforms. When sex workers are 
supported to engage with policy makers, law enforcement agencies and health ser-
vice providers in the African context, the urgent changes needed to affirm sex 
worker health and dignity and to make sex work safer will be prioritised.
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Chapter 9
Criminalisation, Health, and Labour 




Globally, workers often migrate seeking improved working conditions, yet fre-
quently face precarious labour and insecure employment in destination settings 
[1–3]: evidence from Global Northern and Southern contexts has documented 
unsafe working conditions, low access to labour protections, barriers to health 
access, and poor health outcomes among immigrant and migrant (im/migrant1) 
workers [4–7]. Im/migrants frequently face economic marginalisation, discrimina-
tion and racism, precarious immigration status, non-recognition of foreign creden-
tials and training, and exclusion from formal employment opportunities [5, 7, 8], all 
of which contribute to their over-representation in precarious, insecure, and infor-
mal forms of labour, including sex work [2, 9–11].
Precarious labour is a multidimensional construct encompassing dimensions 
such as employment insecurity, low wages and economic deprivation, limited social 
protection and workplace rights, and powerlessness to exercise workplace rights 
1 Because the term ‘migrant sex worker’ is often understood only to mean sex workers who do not 
hold citizenship or permanent residency (i.e. undocumented sex workers or those on temporary 
visas), we use the term ‘im/migrant sex worker’ to reference all persons (regardless of legal or 
immigration status) who have travelled outside of their country of origin and now do sex work in 
destination settings.
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[12]. Im/migrant workers globally are vulnerable to facing precarious labour and 
precarious jobs (i.e. domestic work, farm labour, sex work, temporary work) due to 
their lack of citizenship rights in destination countries [5, 8, 13–15].
The labour issues faced by marginalised im/migrants, such as poor working con-
ditions, exploitation, and inadequate access to protections, are exacerbated among 
im/migrant sex workers due to criminalisation and stigma. The exclusion of both 
im/migrants and sex workers from access to recourse for labour rights violations 
enjoyed by citizens and workers in other sectors contributes to the conditions of sex 
work being highly precarious among this group [16, 17]. Thus, im/migrant sex 
workers frequently face significant precarity based on im/migrant status, sex work 
involvement, and criminalisation, with resulting negative implications for their 
occupational conditions [16, 18].
Historically, anti-trafficking research and discourse have conflated sex traffick-
ing (forced sexual labour) with sex work (consensual exchange of sex services) 
among im/migrant groups. This contributes to the predominant misconception that 
racialised im/migrants (and particularly women) are inevitably involved in sex work 
as victims who are coerced into sexual labour [19–22]. Broader research, however, 
reveals that im/migrant sex workers are gender-diverse, including women, men, 
trans, and non-binary sex workers; highly heterogeneous, and exercise agency and 
autonomy in their work, which is largely overlooked [23–25]. Evidence has shown 
that many im/migrant sex workers travel to destination countries through legal 
channels, without prior sex work experience, and without experiencing coercion, 
but engage in sex work as a way of meeting their financial and other goals in the 
context of facing overlapping forms of structural exclusion [9, 22, 26, 27]. In par-
ticular, community-based research suggests that sex work provides key flexibility 
and income for im/migrant women facing marginalisation and barriers to accessing 
formal employment opportunities [9, 26].
In contrast to common representations of im/migrant sex workers as passive vic-
tims, current research and community reports highlight im/migrant sex workers as 
diverse, resilient, active, and goal-oriented workers [22, 26, 28]. However, im/
migrant sex workers can be more vulnerable to labour abuses due to the limited 
labour protections accessible to them, shaping their health risks, access to services, 
and health outcomes. To date, the majority of research involving im/migrant sex 
workers has focused around HIV/STI risk, with a significant dearth of evidence on 
their work environments and access to health and other services. To further eluci-
date the documented structural barriers faced by im/migrant sex workers and how 
their socio-legal exclusion shapes labour conditions, health, and rights, the second 
author undertook community consultations on behalf of migrant sex worker organ-
isation Red Edition. These consultations took the form of focus group discussions 
with im/migrant sex workers in Austria and inform the focus and themes described 
in this chapter. The methodology for these community consultations and participant 
demographics is presented in Box 9.1.
B. McBride and T. Janushev
155
The following thematic sections are informed by both the Red Edition commu-
nity consultations and our literature review. In these sections, we introduce the mul-
tilevel structural determinants influencing im/migrant sex workers’ health and 
labour by presenting literature findings and participant quotes from community con-
sultations. We also present policy and programmatic recommendations based on 
epidemiological evidence, qualitative research, and im/migrant sex worker voices 
from the community consultations and across the globe on the subject of enhancing 
their health and rights.
 Intersection of Sex Work Laws and Immigration Policies: 
A Dual Burden of Criminalisation
Previous literature from North America, Latin America, and Europe has highlighted 
the issue of prohibitive sex work and immigration laws, which result in a dual bur-
den of criminalisation among im/migrant sex workers who are not citizens [16, 25, 
28–30]. Even in New Zealand, where sex work is fully decriminalised for New 
Zealand citizens, im/migrants are explicitly prohibited from engaging in sex work 
and continue to be criminalised [31].
In the community consultations conducted on behalf of Red Edition for this chap-
ter, participants described how, in Austria, the right to legally engage in sex work is 
Box 9.1 Community Consultation Methodology and Participant 
Demographics
The second author, who works with community organisation The Red Edition 
and holds extensive experience in sex worker and im/migrant rights advocacy, 
organised two focus group discussions with ten gender-diverse im/migrant 
sex workers working in Austria. The focus groups took place in Vienna in 
February 2019. The second author opened the discussion by asking open- 
ended questions to encourage conversation among participants. The focus 
group discussions revolved around three primary topics: legal and immigra-
tion status (i.e. knowledge of immigration laws, visa application processes, 
and criminal laws); labour rights issues (i.e. working conditions, laws regulat-
ing sex work, participants’ lived experiences with work and relationships); 
and access to health services (i.e. gaps in services and needs for community- 
led services, discrimination in healthcare settings, and experiences with safe 
spaces for im/migrant sex workers [e.g. drop-in centres]).
Five participants identified as transgender, four as cisgender male, and one 
as cisgender female. Participants were aged 22–43, and all worked in indoor 
settings including studios, hotels, clients’ homes, and private apartments/
homes. Participants originated from central and eastern Europe, and from 
central and South America.
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linked to the right to legally stay in the country. Sex work remains criminalised 
among im/migrants from non-EU countries, including those who hold residence 
permits in other EU countries. Furthermore, sex workers living with HIV are crimi-
nalised in Austria: even individuals adhering to ART and with undetectable status 
are not allowed to engage in sex work. Such restrictive immigration and labour poli-
cies render sex work by non-EU im/migrant sex workers illegal, and subject those 
workers to enhanced policing, discrimination, and social marginalisation.
When non-EU im/migrant sex workers sought recourse for labour or housing 
issues, they were often met with discriminatory treatment from police based on their 
im/migrant status:
I was kicked out from my apartment even though I already paid my rent, and I went to the 
first police station to ask for help. The police officer understood everything I said in English, 
but he continued to speak with me in German! I felt really bad.—focus group participant
Even in circumstances where they were facing violence or labour rights violations, 
participants in the consultations said that fear of criminalisation and potential immi-
gration status revocation often discouraged them from accessing police protections. 
While many im/migrants’ fears of criminalisation stemmed from limited knowledge 
of the laws regulating sex work and immigration, participants also reported a high 
level of sharing of experiences and information among their peers, and a strong 
sense of solidarity in managing the burden of criminalisation.
 Prohibitive Laws: Protecting Im/migrants or Punitive 
Enforcement?
Participants’ experiences reflect the dual burden of criminalisation faced by im/
migrant sex workers in many settings, due to the criminalisation of sex work and im/
migrant status. In some settings where selling sexual services is legal among citi-
zens, it remains criminalised among some types of labour im/migrants [16, 28, 29, 
32]. Many of these policies portray im/migrant sex workers as victims and purport-
edly aim to guard against exploitation [16, 22, 28, 32].
The merging of policies criminalising sex work and prohibitive immigration 
policies is used to justify the conflation of sex work with sex trafficking, often under 
the guise of protecting vulnerable im/migrants. However, this politicised conflation 
renders im/migrant sex workers susceptible to heightened scrutiny from police, 
immigration and municipal authorities, and generally takes the form of high levels 
of policing and surveillance over im/migrant sex workers’ workspaces (e.g. mas-
sage parlours, micro-brothels) and even their homes [16, 29, 30, 33].
Im/migrant sex workers may be more likely to access third party services (e.g. 
venue managers, security, advertisers). They also frequently work together (i.e. as 
third parties to one another) and in managed in-call venues [34–36] to counter mar-
ginalisation related to im/migrant status, such as language barriers, barriers to finding 
clients, and low familiarity with the legal and labour context of the destination setting 
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[22]. Concerningly, under legislative regimes that criminalise third parties with the 
purported goal of protecting sex workers from exploitation, managed indoor sex 
work spaces may face increased targeting by authorities. In Canada, anti-trafficking 
and police raids on indoor sex work venues have resulted in arrests, charges, and 
deportation of im/migrant sex workers [37–39]. Recent Canadian research found that 
23.9% of 397 indoor sex workers had experienced a workplace inspection (by police, 
municipal, immigration, or health authorities), and 51.6% worried about the poten-
tial consequences of these inspections, with recent im/migrant participants dispro-
portionately affected by worry [33]. Although laws in Sweden and Norway state that 
‘victims of prostitution do not risk any legal repercussions’ [29], im/migrant sex 
workers have faced harassment, discrimination, and forced evictions [28–30]. In 
Norway, police, accompanied by media, conducted raids of massage parlours, during 
which im/migrant sex workers’ privacy was grossly violated through their exposure 
on national television [28].
In contrast to sex work laws and immigration policies depicting im/migrant sex 
workers as victims of violence and exploitation, current evidence suggests that 
some of the greatest harms facing im/migrant sex workers relate to these punitive 
laws and the enforcement thereof. This heavy burden of criminalisation has serious 
human rights implications, as evidence suggests that criminalisation, and enforce-
ment and harassment by police, act to enhance workplace violence faced by sex 
workers [40, 41]. Punitive law enforcement also restricts workers’ access to con-
doms and HIV/STI testing in the workplace [9, 42, 43], including workers’ ability 
to carry condoms [44], thereby undermining broader HIV prevention and occupa-
tional health goals.
 Mandatory Health Testing: Punitive Regulations and Barriers 
to Health Services
Prior research has documented how mandatory health testing can act as a form of 
surveillance of im/migrant sex workers [45, 46]. In the community consultations 
conducted for this chapter, im/migrant sex workers described the impacts of puni-
tive mandatory sexual health testing and sex worker registration policies. In Austria, 
sex workers are required to undergo STI testing every 6 weeks, and HIV testing 
every 3 months. Sex workers with official registration are obliged to pay taxes and 
charges, but these are applied unequally across different provinces and brothels. 
Focus group participants described negative experiences with mandatory health 
testing centres, including poor treatment from health professionals and very limited 
health services. Even when im/migrant sex workers had other health concerns, these 
health centres did not offer other sexual or reproductive health or primary health 
services, and the health professionals refused to advise them. Participants perceived 
that numerous obligations were imposed onto sex workers to satisfy morality-based 
legal and health regulations, but that sex workers’ own rights were barely taken into 
consideration.
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Mandatory testing is based on the stereotype that sex workers are disproportionately 
responsible for spreading disease. It is a repressive tool, a way for the medical body and 
police who control if we get always have our card with stamps, proving that we are being 
checked regularly, to tell us what our place is and to maintain the social order.—focus 
group participant
These participant experiences add to current evidence that criminalisation of and 
discrimination against im/migrant sex workers also occurs through im/migration 
and sex work regulation requirements (e.g. sex worker registration or licencing poli-
cies), and mandatory HIV/STI testing [45–47]. Research indicates that at the 
Mexico-Guatemala border, health authorities require sex workers to carry a health 
card (permit demonstrating routine HIV/STI testing at municipal health clinics) 
[45–47]. Im/migrant sex workers in this context expressed that these public health 
requirements were paired with punitive enforcement by local authorities, who used 
the process of verifying the im/migrant women’s health cards as an opportunity to 
harass them [45, 46]. In addition, many sex workers preferred not to maintain a 
health card due to privacy and immigration status concerns [45, 46]. This finding 
echoes other research highlighting how mandatory registration and health testing 
regulations often create two ‘tiers’ of sex workers: those able to meet the imposed 
regulatory requirements, and those who cannot (e.g. due to precarious status, pri-
vacy and anonymity needs, or positive HIV/STI status). The latter tier are forced to 
work in a clandestine way, which increases their vulnerability to violence and 
exploitation [16, 48].
 Precarious Immigration Status: Increasing Vulnerability 
and Barriers to Health and Police Protections
Consultation participants highlighted how immigration policies and sex work crimi-
nalisation intersected to increase vulnerability for im/migrants without full citizen-
ship, reflecting current literature documenting vulnerability among sex workers 
with precarious im/migration status [16, 49, 50]. Sex workers in Austria described 
how any confrontation with police, arrests or charges could affect the next visa 
application. If im/migrant sex workers had unpaid fines for prostitution, they faced 
threats of deportation, regardless of whether they were EU citizens or not. This 
ongoing threat of loss of immigration status led im/migrant sex workers to avoid 
law enforcement interactions. Participants also highlighted that im/migrant sex 
workers often shared information on legal, immigration and labour issues with one 
another, addressing existing gaps in legal resources for im/migrants and sex workers 
by harnessing peer mentorship and support.
The term ‘precarious immigration status’ captures the many forms of ‘less than 
full status’, and is defined by the absence of key rights or entitlements associated 
with citizenship [51]. Those with precarious immigration status include ‘docu-
mented’ but temporary workers, students, and refugee applicants; people with unau-
thorised forms of status (e.g. visa overstayers, undocumented entrants) [52]; and 
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individuals whose immigration status is rendered precarious through involvement in 
criminalised sex work. Current research shows that im/migrants with precarious 
status are more vulnerable to exploitation due to their heightened labour insecurity 
and risk of incarceration and deportation [2]. Among sex workers, having precari-
ous status is a major determinant that shapes access to safe working conditions, 
health services (including HIV/STI testing and care), and police protections.
Our community consultations in Austria, and community reports and research 
from Canada and Europe suggest that, due to fear of police inspections and potential 
immigration status consequences [9, 16, 22, 53], im/migrant sex workers with pre-
carious status are more likely to work in hidden environments (e.g. secluded, iso-
lated street-based locations, private apartments), rather than in formal in-call venues 
(e.g. massage parlours). This has implications for the quality of their work environ-
ments and safety at work, as working in isolated areas renders sex workers more 
vulnerable to violent perpetrators and coercion into unprotected sex [29, 54–57]. 
Further, the ongoing threat of status revocation contributes to power imbalances 
between im/migrant sex workers, managers, and clients, which restrict sex workers’ 
ability to negotiate supportive labour conditions and client condom use [9, 22].
Precarious status also restricts im/migrant sex workers from accessing HIV/STI 
testing and care. In a study in Italy, 100% of 345 mostly undocumented im/migrant 
sex workers confirmed that they had never previously been tested for HIV/STIs in 
Italy [58]. A study in Portugal found that gaps in testing and knowledge of testing 
services were greatest among undocumented sex workers [18], and recent studies 
from Somalia and Europe identified precarious status as a structural factor increas-
ing im/migrant sex workers’ vulnerability to HIV [18, 58, 59].
Despite prejudiced stereotypes regarding health status and HIV/STIs among im/
migrants, evidence suggests that im/migrants’ health access and outcomes are 
shaped by restrictive and xenophobic immigration policies faced by marginalised 
im/migrants in destination settings [60, 61]. These policies are particularly prohibi-
tive among sex workers and those with precarious status. Precarious status has also 
been associated with heightened barriers to sexual and reproductive health services, 
and primary health care [18, 36, 62–65].
Sex work involvement can increase im/migrants’ precarity and result in height-
ened law enforcement surveillance and immigration status revocation. Community 
reports from Canada describe long-term detentions and deportations of im/migrant 
sex workers who had arrived via legal channels, but whose immigration status was 
rendered precarious through involvement in sex work—an activity uniquely crimi-
nalised for certain types of im/migrants under Canadian immigration policy [22]. As 
reflected in the experiences of our community consultation participants, precarious 
status also presents immense barriers to accessing police protection. In Hong Kong, 
im/migrant sex workers fear reporting violence due to concerns of facing deporta-
tion [66]. In France, where sex work clients are explicitly criminalised under end-
demand laws, undocumented sex workers have faced police pressure and coercion 
to report clients, and threatened with deportation if they did not comply [53]. Sex 
workers with precarious status in Sweden, Norway, and the UK have faced surveil-
lance by immigration authorities, threats of deportation, and deportations [28, 29, 
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57, 67]. There is strong evidence that fearing loss of immigration status motivates 
im/migrant sex workers to avoid interactions with authorities [22, 28, 29, 66, 68], 
which violates their rights to legal protections.
 Economic Marginalisation
Financial vulnerability is a major determinant shaping labour environments and 
rights among sex workers globally. The community consultation participants 
asserted that economic marginalisation affected many im/migrant sex workers and 
increased their vulnerability at work. Furthermore, im/migrant status and sex work 
discrimination prevented them from accessing employment or the financial supports 
available to other people seeking work, such as employment agencies providing 
assistance to individuals who have legal status in Austria and are not engaged in 
sex work.
Globally, im/migrant workers in a wide range of industries face economic mar-
ginalisation in destination settings. Such marginalisation can be due to ‘push’ con-
ditions in origin settings (e.g. poverty, family needs), expenses incurred during im/
migration, lower familiarity with the labour environment and employment options, 
language barriers, non-recognition of im/migrants’ credentials (e.g. degrees, diplo-
mas, certifications), and the need to financially support dependents or send remit-
tances [22, 24, 68]. Economic marginalisation among im/migrant sex workers 
intersects with criminalisation, making their working conditions and health access 
precarious.
Financial vulnerability restricts the options available to im/migrant sex workers 
in terms of work environments, quality of clients, and the reliability of third parties. 
This limits their agency in accessing the most supportive work environments for 
themselves [69]. The community consultation participants emphasised how the 
social and economic marginalisation of im/migrant sex workers contributed to their 
vulnerability to exploitative working conditions and violations of labour rights, 
without any options for recourse.
One time he (sex work studio owner) took the keys from the door and told me that he will 
come back in 2 hours to close the studio. He didn’t come back for the next 7 hours! And I 
had no choice; I had to wait for him!—focus group participant
Participants in our focus groups highlighted how the criminalisation of sex work-
enhanced im/migrant sex workers’ economic marginalisation, isolated workers, 
maintained precarious labour conditions, and excluded the application of labour 
protections that could address exploitation at work. This finding reflects the experi-
ence of im/migrant sex workers in France, where shifting criminalisation has sig-
nificantly increased economic vulnerability among the most marginalised sex 
workers, namely undocumented im/migrant women working in street-based loca-
tions [53].
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Economic marginalisation can also enhance im/migrant sex workers’ HIV and 
STI risk by reducing their ability to negotiate condom use with clients or to decline 
clients’ offers of increased pay for unprotected sex [44, 69]. Finally, many general 
health, reproductive health, and HIV/STI services have high costs for im/migrants 
in destination settings, as im/migrants frequently do not enjoy legal entitlements to 
health care and are often excluded from utilising national healthcare services that 
are free/low-cost for citizens [70]. This results in many im/migrant sex workers 
deferring testing or treatment until a visit to their home country. Five different stud-
ies involving im/migrant sex workers from diverse contexts found that a significant 
proportion of im/migrants reported accessing sexual, reproductive health, and/or 
HIV/STI services in their country of origin, due to high costs and privacy concerns 
around using even free sexual health services in the destination country [44, 63, 
71–73]. This raises concerns regarding delays in access to critical health services.
 Racialisation, Racism, Stigma, and Discrimination
As with research documenting discriminatory treatment and lack of workplace pro-
tections among im/migrant workers in many industries [2, 4, 13], participants in 
community consultations reported that protections against labour discrimination 
enjoyed by Austrian sex workers and im/migrants from other EU countries are not 
afforded to sex workers from non-EU countries. With regard to employment, remu-
neration and working conditions, European Union labour laws prohibit discrimina-
tion against EU citizens based on their nationality. They further guarantee freedom 
of movement between EU countries, without discrimination based on citizenship. 
However, such protections are not in place for im/migrant sex workers from non-EU 
countries, who remain criminalised and without recourse for labour discrimination. 
Existing unemployment supports are also not extended, even to registered sex work-
ers who pay tax.
I went to AMS [unemployment institution] because I’m not registered as a sex worker. So 
they don’t have any idea that I’m a sex worker. But if I was registered sex worker who regu-
larly paid all taxes, then after I stop working, I don’t have any benefits from the system. 
That’s terrible!—focus group participant
In addition to legal and labour discrimination against sex workers, im/migrant sex 
workers frequently face racism and racialised law enforcement in destination coun-
tries [16, 42]. Historically, sex workers have also been depicted as vectors for HIV/
STI transmission [20, 74], and this stereotyping is particularly inflicted on racialised 
im/migrants and those from the Global South [19].
Across various contexts, racialised sex workers, including im/migrants, face dis-
criminatory policing practices, such as police checking identification only among 
racialised/ethnic minority people, isolating racialised individuals for police ques-
tioning, and asking racialised women if they are being coerced or trafficked [9, 16, 
22, 26, 67]. Xenophobic assumptions that portray im/migrant women as inherently 
9 Criminalisation, Health, and Labour Rights Among Im/migrant Sex Workers Globally
162
vulnerable, likely to be victimised, and requiring state protection contribute to poli-
cies and programmes that aim to rescue im/migrant sex workers instead of provide 
rights-based supports for them [16, 22, 75].
Im/migrant sex workers can face a dual burden of stigma due to the intersection 
of two marginalised identities (i.e. im/migrant and sex worker), and this can be fur-
ther compounded by race and ethnic background (e.g. Indigeneity) [76]. Isolation, 
sex work stigma, and socio-cultural stigmas surrounding sex contribute to privacy 
concerns when it comes to accessing health services and shape the preference of 
many im/migrant sex workers to neither disclose sex work involvement to their 
primary care provider nor to access sexual health testing from them [35, 36, 42, 63]. 
As asserted by our focus group participants and im/migrant sex workers in diverse 
countries, stigma and fear of poor treatment or discrimination by health profession-
als are powerful barriers to im/migrant sex workers’ access to health care [36, 68, 
73, 77], and further enhance their social exclusion.
 Language Barriers, Gender, and Power
Language barriers faced by im/migrant sex workers in diverse settings can intersect 
with sex work criminalisation and precarious status to shape gendered power 
dynamics which impact sex workers’ negotiations with police and clients [9, 16, 35, 
44]. In community consultations, participants reported that language barriers and 
lack of familiarity with Austrian and EU laws contributed to worry and feelings of 
intimidation when police officers come to sex workers’ workspaces, reflecting the 
experiences of other im/migrant sex workers across continents [50, 68, 78, 79]. 
They asserted that language barriers enhanced the power differentials between 
themselves and police, and contributed to poor treatment by police officers, as 
police often refused to speak in English during investigations. In contrast, im/
migrant sex workers with strong spoken German and who had obtained Austrian 
citizenship reported better treatment from Austrian police officers, illustrating dis-
crimination based on language abilities and immigration status.
Mirroring the experiences of our community consultation participants, research 
from other Global North contexts has found that language interpreters are rarely 
available during police raids and inspections of indoor venues where im/migrant sex 
workers work, and that language barriers contribute to intimidation and fear [22, 26, 
80]. Furthermore, criminalisation, gendered power dynamics, and language barriers 
can intersect to undermine the ability of im/migrant workers to negotiate condom 
use. For example, in Canada, im/migrant women sex workers reported recognition 
of their limited proficiency in English, and of gendered power imbalances between 
themselves and clients. They cited having to ‘be accommodating’ to clients’ requests 
(i.e. for condomless services), due to fears that an unsatisfied client may draw police 
attention [9]. In another study involving im/migrant sex workers in Canada, 58% of 
129 sex workers had ever had a client try to pull/sneak a condom off during sex [35], 
while im/migrant sex workers in Moscow reported incidents of violence and physi-
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cal force from aggressors who coerced the worker into providing sex without con-
doms [44]. This evidence highlights how language barriers can heighten vulnerability 
among im/migrant sex workers in interactions with police and clients, restricting 
their agency and compounding their marginalisation.
 Unique Marginalisation of Male and Gender-Diverse Im/
migrant Sex Workers
Research into and discourse around trafficking have contributed to prominent mis-
representations of im/migrant sex workers as women with low levels of agency who 
are coerced into sexual labour [19–22]. These paternalistic representations contrib-
ute to the erasure of male and gender-diverse sex workers, and justify high levels of 
policing and im/migration enforcement among im/migrants.
In addition to sex work stigma, male im/migrant sex workers can face a burden 
of homophobia, particularly in countries which criminalise and police same-sex 
practices [78]. Researchers have also noted that men who have paid sex are less 
likely to self-identify as sex workers and often remain hidden by arranging sex ser-
vice encounters via the internet, and are therefore missed by typical public health 
interventions targeting this group [81]. While high rates of physical and sexual vio-
lence, heavy HIV and STI burdens, discrimination, and barriers to health services 
have been documented among transgender sex workers across continents [78], very 
limited literature has documented the experiences of male and gender-diverse im/
migrant sex workers, highlighting a need for further research exploring how gender 
intersects with im/migrant status among sex workers to shape health access and 
labour rights.
 Recommendations and Areas for Intervention
The preceding sections have illustrated how, on a global level, labour conditions and 
health access among im/migrant sex workers are shaped by: criminalisation, manda-
tory health testing, and registration policies; precarious status, economic marginali-
sation, racialisation, racism, stigma, and discrimination; language barriers, and 
gender. To date, most evidence-based approaches to promoting health and rights 
among sex workers globally are based on information from, and research involving, 
non-im/migrant sex workers. There are only limited peer-reviewed intervention stud-
ies or best practice guidelines specifically for migrants, with exceptions including 
policy documents from NSWP and ICRSE [79, 82]. However, research involving im/
migrant sex workers in diverse global settings and the community consultations for 
this chapter demonstrate the need for structural interventions including health-pro-
moting laws and policies, work environment factors (i.e. supportive management, 
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condom access, HIV/STI services, and sexual health education in the workplace), 
and community empowerment determinants (i.e. peer support). With these in place, 
it is possible to enhance labour rights and promote health access among im/migrant 
sex workers.
 Enabling Indoor Work Environments
Formal indoor work venues represent key opportunities or sites for interventions 
designed to promote im/migrant sex workers’ access to health services [35, 69]. In 
contexts where laws and policies enable the distribution of condoms within indoor 
sex work spaces, sex workers have reported consistent access to condoms, which 
supports consistent condom use. In Mali, where HIV prevention programmes for 
sex workers (including condom provision and promotion) have been a government 
priority since 1987, 99% of im/migrant sex workers surveyed in 2009 reported hav-
ing access to condoms in the workplace, and approximately 97% reported consis-
tent condom use with clients in the past month [83]. Given that criminalised 
conditions constrain indoor venues from openly selling sexual services and restrict 
sex work managers from distributing condoms in these spaces, legislative reforms 
towards decriminalising all aspects of sex work, including third parties, are recom-
mended to enable supportive labour environments for sex workers.
Supportive third parties, access to condoms, and access to sexual health services 
and education in the workplace have been documented to promote effective negotia-
tion of condom use and enable increased uptake of HIV/STI testing among im/
migrant sex workers in several global settings [45, 69, 83, 84]. As previously 
described, im/migrant sex workers may also benefit from legal access to third party 
services (e.g. administrative support, advertising, security). Third party support has 
been identified by sex workers across continents as a critical facet of HIV preven-
tion [85]. Among im/migrant and non-im/migrant sex workers in Canada, the use of 
third party administrative and security services was recently linked to heightened 
access to mobile condom distribution and sex worker-led services [86]. Our findings 
suggest that constructive interventions are those that (1) implement laws and poli-
cies aimed at enhancing health access among im/migrant sex workers and (2) enable 
the legal operation of formal indoor sex work venues and support their management 
in promoting sexual health [86].
 Removal of Punitive Laws and Policies
There is a critical need for law reforms that decriminalise all aspects of sex work 
and enable sex workers to legally access supportive workspaces and third parties, in 
order to create the most optimal working conditions and choices for themselves. 
Current evidence on the harms of sex work criminalisation, and community-based 
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calls for the removal of punitive laws align with the recommendations of interna-
tional policy institutions, including the WHO, UNAIDS, UNDP, and Amnesty 
International, who call for the full decriminalisation of all aspects of sex work as 
necessary to promote the human rights of sex workers [87–90]. In considering law 
reforms, participants in the community consultations highlighted that the meaning-
ful involvement of diverse groups of sex workers in legislation, policy, and pro-
gramme design was paramount to ensure that laws, regulations, and health promotion 
interventions reflect the needs and lived experiences of diverse im/migrant sex 
workers worldwide, contributing to the enhancement of their health and human rights.
Importantly, international policy bodies, including UNAIDS and WHO, have 
acknowledged that mandatory health testing and registration requirements violate 
the human rights of sex workers [78]. Repressive HIV prevention approaches, such 
as mandatory health testing and sex worker registration, present serious concerns, as 
these are often coercive and may result in exclusion from services among the most 
marginalised im/migrants. Our community consultation participants also denounced 
mandatory HIV/STI testing, asserting that such policies reinforce harmful and inac-
curate representations of sex workers as vectors for disease, and called for rights-
based and community-led approaches to increasing health access.
 Supporting Peer and Community-Led Education, Outreach, 
and Services
Community consultation participants emphasised an urgent need for im/migrant sex 
worker-led programmes, such as peer-to-peer education, to enhance workers’ 
knowledge of their legal and labour rights and to promote their access to health 
services. They also highlighted the importance of safe spaces, such as drop-in cen-
tres, where im/migrant sex workers can access supports without fear of police or 
immigration enforcement. Current evidence illustrates that peer-based and commu-
nity-led interventions delivered in indoor sex work venues and to street-based envi-
ronments help to mitigate the pervasive structural and migration-related barriers to 
appropriate health services. This suggests a need to expand community-led ser-
vices, with language supports and which are culturally appropriate to participants, 
in spaces where im/migrant sex workers are comfortable [35, 69, 91].
Rather than enforcement-based approaches, im/migrant sex workers from diverse 
settings have expressed a need for, and appreciation of, community-led outreach 
services which offer sexual health resources (i.e. condoms, lubricants), voluntary 
sexual health testing, and private/anonymous, nonjudgmental sexual health nursing 
[35, 42, 63, 69, 91]. This transition from punitive to supportive approaches empha-
sises the rights of im/migrant sex workers, and prioritises community-based health 
promotion to ensure timely, accessible, and appropriate health services for im/
migrant sex workers globally.
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 Conclusion
In this chapter, we have highlighted the structural and migration-related barriers to 
labour rights and health access faced by im/migrant sex workers everywhere. 
Criminalisation, precarious status, economic marginalisation, and intersecting 
forms of exclusion based on race, gender, and immigration status represent power-
ful determinants that restrict im/migrant sex workers from fair access to health ser-
vices and labour rights.
Our literature review and community consultations also challenge prominent ste-
reotypes about im/migrant sex workers as a marginalised, victimised group. The 
fact that im/migrant sex workers across diverse global contexts continue to access 
health services, practice safer sex, work together, share legal, labour and health 
resources, and travel to get their health needs met—even in the face of layered 
criminalisation and persistent migration-related barriers—speaks to their resistance 
to structural oppression and their strong agency. In contrast to prominent frames of 
im/migrant sex workers as passive victims, current research portrays im/migrant sex 
workers as tenacious, active, and goal-oriented workers.
The community consultation participants asserted that supporting im/migrant 
sex worker-led action and advocacy were top priorities in the struggle to uphold 
their rights. Their lived experiences, community reports, and current research sug-
gest a need to build on existing community-led interventions. Finally, it is critical to 
work towards reforming laws criminalising sex work and to address punitive polic-
ing and im/migration enforcement. If we are to promote im/migrant sex workers’ 
access to health services and affirm their labour rights, this work can only be under-
taken effectively in collaboration with im/migrant sex workers as experts in their 
own lives and experiences.
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Globally, sex work is regulated in very different ways. Repressive measures are 
used in some countries to criminalise sex workers or their activities or, in the case 
of other countries, to criminalise clients and other third parties. Then there are coun-
tries who either legalise or decriminalise sex work, and while these terms are some-
times used interchangeably, there are clear differences between these two models of 
regulation. Legalisation is a restrictive regulatory approach, which gives the State a 
means of controlling sex workers. Sex workers are able to work legally in licenced 
brothels, but should they work in unlicenced brothels, privately, or on the street, 
they are criminalised. This creates a two-tiered system. Full decriminalisation, on 
the other hand, encompasses the complete removal of the laws governing sex work 
and sex work-related offences, and the sex industry becomes subject to similar con-
trols and regulations as those under which other businesses operate.
It has been repeatedly suggested that the best (and arguably only) way to opti-
mise the health, safety, and human rights of sex workers is through decriminalisa-
tion [2–9]. There is evidence to support these suggestions [4, 6, 10–12], yet currently 
decriminalisation has only been realised in New Zealand (NZ) and one Australian 
state, New South Wales, and one Australian territory, the Northern Territory. Sex 
work was decriminalised in NZ in 2003, when the Prostitution Reform Act (PRA) 
was passed. The Act underwent many amendments in its journey through the 
Parliamentary process, and some of these amendments go against the spirit of full 
decriminalisation, particularly Section 19, which prohibits migrants on temporary 
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visas from doing sex work. Migrants on work visas may work in any other industry 
in New Zealand besides sex work, which suggests that even though sex work is 
ostensibly treated as work like any other through decriminalisation, in reality, this is 
not the case. This amendment was included at a late stage in the parliamentary pro-
cess as a consequence of some politicians’ argument that decriminalisation would 
position New Zealand as a likely destination for trafficking. The conflation of sex 
work and trafficking is a common phenomenon in contemporary times. Inflated 
statistics are used to advance the argument, but there is no robust research to support 
this [13, 14]. While some sections of the Act therefore need to be challenged to 
achieve full decriminalisation, it remains clear that most sex workers in NZ have 
benefitted from decriminalisation in terms of their health and safety [15], and, 
17  years later, there are few voices in NZ who would argue for change back to 
restrictive or repressive regulatory measures.
There is one sex worker-led country-wide organisation in NZ, New Zealand 
Prostitutes Collective (NZPC), and this organisation was crucial to the achievement 
of decriminalisation in this country. Undoubtedly, one of the primary reasons for 
their success was the diversity of sex workers involved with the ability to network, 
engaging with people from different spheres (policy makers, Members of Parliament, 
Police, NGOs, academics, and other organisations or groups), to support and give 
critical mass to achieving their objective of decriminalisation [16]. NZPC devel-
oped the first draft of the Prostitution Reform Bill in collaboration with those in 
their network, which had a strong representation of Māori (the indigenous popula-
tion), who constitute around 30% of the sex worker population1 [17]. This ensured 
that a genuine engagement with sex workers most affected by hostile laws was 
influential in the development of the resultant policy. Wagenaar et al. have argued 
that such collaborative governance ‘proceeds by “authentic dialogue”’, which ulti-
mately leads to more successful sex work policy ([18]: p. 263).
Similarly, it is important that sex workers’ voices are the loudest in the develop-
ment of services to meet their needs [19]. NZPC collaborates with specialist ser-
vices to operate clinics out of their community bases, but they often need to refer 
sex workers to other agencies or support services, such as the police, Medical 
Officers of Health, and Work and Income New Zealand. This requires engaging 
with these services in an interagency approach to ensure that services delivered not 
only meet sex workers’ needs, but that sex workers can have a trusting relationship 
with those delivering the service.
Collaboration and participation are thus important, not only to the success in 
achieving decriminalisation of sex work in NZ, but also to the health, safety, and 
human rights of sex workers. This chapter also reflects the long-standing collabora-
tive relationship between the two authors. It brings together research and commu-
nity evidence to provide a well-rounded picture of three initiatives, which are the 
result of successful collaboration:
1 The 2013 NZ census reports that Māori make up around 15% of the NZ population. http://archive.
stats.govt.nz/Census/2013-census/profile-and-summary-reports/quickstats-culture-identity/eth-
nic-groups-NZ.aspx. Māori are therefore over-represented in the sex worker population.
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• Sex workers’ access to police in reporting sexual assault
• Interagency collaboration when working with sex workers who have concerns 
about practices within certain brothels
• New sex workers’ access to information on safe practices
 Building Relationships with the Police: ‘What to Do’
Criminal laws which target sex workers create a barrier to their health, safety, and 
right to protection [20]. Such laws increase the possibility of violence against sex 
workers, especially street-based sex workers [21–25]. A systematic review of the 
correlates of violence against sex workers showed that policing practices have a 
critical impact on sex workers’ risk of violence [20]. Police are less motivated to 
protect sex workers against violence or threats of violence and are sometimes even 
the perpetrators of violence against sex workers [26]. Sex workers are less likely to 
report violent incidents, including sexual assault, to the police, because they fear 
possible arrest as a result of revealing that they are doing sex work [21, 27]. Police 
sometimes use excessive force, particularly on street-based sex workers, which 
decreases the likelihood of those workers reporting incidents [25]. Before sex work 
was decriminalised in NZ, sex workers were more likely to use their own informal 
networks to deal with the aftermath of violent experiences than report these to the 
police or other ‘helping’ professionals [28]. Many sex workers indicated that they 
did not believe that police would help, nor did they want to reveal to the police that 
they were sex workers [28].
Research done within 5 years of the enactment of the PRA showed a growing 
confidence in police, with many sex workers reporting that they could trust the pro-
cess of reporting incidents to the police and following through on court proceedings 
[10, 12]. Fifty-seven percent of sex workers reported that police attitudes had 
improved following decriminalisation, and this was supported by qualitative 
evidence:
But now for the last couple of years, the police have been really good, really onto it. So 
we’ve been having more patrol cars going down the street and then hangouts. So that’s real 
good. Yeah, yeah, now they actually care. Before (law change) they just didn’t care. You 
know, if a girl, if a worker gets raped or, you know, anything like that, there wasn’t much, 
then there wasn’t much they could do. But now that the law’s changed, it’s changed the 
whole thing. (Joyce,2 Street and Private, Female) ([17]: p. 238)
However, there was still reticence by some sex workers to report adverse inci-
dents, primarily because of perceptions of stigmatisation related to their occupation, 
plus they felt that they could not be guaranteed name suppression [17]. Armstrong 
interviewed street-based sex workers and police key informants 8 years after 
2 All names and other personal identifiers of individuals listed by a first name only have been 
changed to protect privacy and confidentiality.
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decriminalisation, and found that the relationship between the two parties was con-
tinuing to improve: the imbalance in power had shifted somewhat; street-based sex 
workers were more proactive in reporting incidents to the police and there was bet-
ter dialogue between them, with sex workers helping police in solving crimes com-
mitted against others [29].
There is, however, still room for improvement when it comes to encouraging 
more sex workers to trust police sufficiently to be able to approach them without 
reservation. The Network of Sex Work Projects (NSWP) have argued that radical 
changes are necessary to change sex workers’ perceptions of police from persecu-
tors to protectors [7]. They suggest a collaborative engagement between police and 
sex worker communities, and this is what has subsequently occurred in NZ.
The New Zealand Police and the NZPC are working collaboratively with other support 
agencies to ensure the well-being of sex workers. Our aim is to provide all victims of sexual 
assault with the best possible support services we can, and to work with the industry to 
make it as safe as possible for sex workers (Sam Hoyle, District Commander, Wellington, 
NZ Police) [30].
The above quote illustrates the commitment of police to foster good relationships 
with sex workers; it is taken from the opening pages of a resource produced through 
a collaborative engagement between NZPC and the NZ Police. Scenario 1 gives a 
sex worker perspective on this engagement.
Scenario 1: ‘What to Do’
Decriminalisation of sex work in NZ has enabled the relationship between sex 
workers and the police to be voluntary, allowing for trust to develop between 
both parties. The police can no longer arrest sex workers for sex work-related 
activities such as brothel keeping or soliciting and have no formal role in 
monitoring sex workers.
Nevertheless, NZPC is often called upon by sex workers to broker and sup-
port complaints to the police because some sex workers are anxious about 
experiencing negative attitudes or judgements from police about their work. 
Police are also aware of the need to create strong pathways for sex workers to 
approach police directly to report sexual assault. They recognise that there 
may be significant impediments for some sex workers to do so.
The police approached NZPC to discuss ways of overcoming barriers to 
sex workers reporting sexual violence to them. They asked how the police 
could better support sex workers who are victims of sexual violence. It was 
agreed the two organisations would work together to publish a ‘Guide for Sex 
Workers who have experienced Sexual Assault’, titled ‘What to Do’ [30]. 
This was done in consultation with other service providers and stakeholders 
with an interest in addressing sexual violence.
‘What to Do’ was developed in partnership between NZPC and the New 
Zealand Police to inform sex workers of their options in relation to reporting 
sexual assault. The resource also signalled to sex workers that the police were 
(continued)
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 Working Collaboratively with Government
One of the purposes of the PRA is to promote the welfare and occupational health 
and safety of sex workers. As sex work is now a recognised occupation, sex workers 
should have the same employment rights as those engaged in any other occupation. 
The review of the PRA, however, has found that, although there have been improve-
ments in the working conditions of brothel-based workers, some are still vulnerable 
to exploitative and coercive employment conditions [12].
Sex workers who work under a system of management, i.e. in a brothel or par-
lour, are seen as having a safer environment than sex workers who work privately or 
on the street, because of the close proximity of management and other sex workers 
[24, 31–34]. When sex work was still criminalised in NZ, brothels operated under 
there ‘to provide all victims of sexual assault with the best possible support 
services, … and to work with the industry to make it as safe as possible for sex 
workers’ ([30]: p. 9).
New Zealand Police brought together officers and detectives from special-
ised units that deal with sexual violence, for training with NZPC. The topic of 
the training workshop was ‘Sexual Assault’, focusing on appropriate ways to 
work with sex workers. This encouraged empathy and understanding among 
police officers, and it fostered collaboration between the two agencies.
NZPC and the police are represented within the resource. The resource is 
promoted and is available on both the police website and the NZPC website. 
In illustrating the success of this initiative, we draw on an example of how this 
has played out for a sex worker, Moana, who was drugged during a booking. 
She called NZPC for support.
I asked NZPC if they could help me … The Police Officer met me at the police station 
lobby, which was great, I could bypass reception. The Police Officer was very reas-
suring regarding my concerns about having to go to court and about the person who 
had done this finding me, or finding out that I went to the Police.
There is growing confidence that sex workers’ rights will be upheld in 
respectful ways when dealing with police.
I went out to the place where the assault happened and picked her up. She’d never 
gone to the Police and was quite scared. We were in the Police station and I pulled 
out the booklet and the Police officer goes ‘no that’s alright we know about that 
resource, we’re all aware of that resource and the process on working with sex work-
ers (NZPC Community Liaison worker).
Engagement with the police is an ongoing process as individual police 
officers take up new portfolios and therefore come and go, with a resulting 
shift in culture. An institutional response is required, as opposed to one-off 
training programmes, and, to this end, NZPC and the police will continue 
with their engagement.
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the guise of massage parlours, where a fee was taken at the door for a massage and 
any extras were negotiated privately in the room between the sex worker and the 
client. Some massage parlour operators used manipulative management strategies 
to push sex workers into risky practices [35]. They did not encourage, and some-
times outrightly discouraged, the use of condoms. Participants in a study conducted 
in the late 1990s indicated that management would market particular services and 
sex workers were pressured to cooperate and provide such services [35]. Managers 
did not support sex workers when clients were abusive, and sex workers had few 
powers to refuse any particular client, even when they knew them on a personal 
level or had had a previous bad experience with them. This situation changed with 
the passing of the PRA. Under Section 17 of the PRA sex workers have the right of 
refusal to provide commercial sexual services, and consent can be withdrawn at any 
stage in the transaction. A survey carried out in Christchurch, NZ, in 1997, found 
that in the previous 12 months only 47% of indoor managed workers had been able 
to refuse a client, compared to 68% of sex workers surveyed 3 years after decrimi-
nalisation [10]. A number of sex workers have used the legal system when their 
right of refusal has been breached [36]. Safety has also been enhanced, with sex 
workers now able to negotiate what they will provide for clients’ money, which 
reduces the chance of a client resorting to violence because of unmet expectations 
[17]. Reportedly, however, some people involved in managing sex workers and 
managing brothels are not actively promoting safe sex practices in their contact with 
clients, particularly when it comes to oral sex.
Under Section 8 of the PRA, brothel operators are required to adopt and promote 
safer sex practices within their establishments, by:
• Taking all reasonable steps to ensure that their workers and clients use appropri-
ate protection in all services which carry a risk of acquiring or transmitting sexu-
ally transmitted infections (STIs).
• Ensuring that workers and clients are given health information and that this 
information is clearly displayed in brothels.
• Not implying that a medical examination of a sex worker means the sex worker 
is not infected with an STI.
• And taking all reasonable steps to minimise the risk of sex workers or clients 
acquiring or transmitting STIs.
Similarly, under Section 9 of the PRA, sex workers, and clients are also com-
pelled to take all reasonable steps to ensure that they use adequate protection during 
penetrative and oral sex, and minimise the risk of acquiring or transmitting an 
STI. In addition, sex workers and clients are also required not to state or imply that 
because they have had a medical examination, they are not infected with an STI.
These sections of the PRA were added to the Prostitution Reform Bill during 
its progress through Parliament. NZPC are not supportive of these additions, as 
they see them as creating an environment where sex workers could be ‘policed’ in 
their condom use. They also create the possibility of clients laying false com-
plaints against a sex worker if they hold a grudge. However, research done follow-
ing the enactment of the PRA demonstrated that sex workers themselves were 
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largely supportive of this part of the Act, as it made it easier for them to negotiate 
condom use with a client [10]. Several cases have gone to court where a client has 
removed their condom without the sex worker’s consent (e.g.: [37, 38]), and most 
have resulted in the client being fined.
Under the PRA, Medical Officers of Health (MOH) are designated as inspectors 
of brothels. Interviews with Medical Officers of Health carried out shortly after 
decriminalisation found that most were happy to undertake this new addition to 
their role, maintaining a respectful distance and taking a largely ‘hands-off’ 
approach by only reacting to complaints [39]. Scenario 2 discusses, from a sex 
worker perspective, how NZPC and Medical Officers of Health engaged in develop-
ing a training programme to address concerns about disturbing practices in some 
brothels.
Scenario 2
In a decriminalised setting, sex work is acknowledged as labour, subject to the 
same health and safety protections as other occupations. Sex workers can 
access appropriate agencies directly to uphold their workplace rights. 
However, sex work remains a stigmatised occupation, and some sex workers 
can be reluctant to engage directly with government agencies when workplace 
conditions are not acceptable. Equally, government agencies without accurate 
understanding of sex work culture risk deterring engagement rather than 
encouraging it. As a peer-led organisation, NZPC can liaise with agencies and 
work collaboratively to promote best practice within the industry, as shown in 
the following examples:
When some brothel-based workers were unhappy with their work condi-
tions, they approached NZPC for help. They were upset that brothel manage-
ment was not adequately supportive of some safe sex practices, resulting in 
the sex workers experiencing difficult negotiations with clients about condom 
use and oral sex. Peers at NZPC talked with them about the various actions 
available, including engaging with the overarching health authority. NZPC 
then contacted the Medical Officers of Health, who are authorised to ensure 
health and safety requirements are adhered to in the context of sex work.
Working collaboratively, NZPC and MOH agreed not to identify the spe-
cific brothels, but rather to act broadly by engaging all the local brothels at an 
operator level. NZPC provided training for the MOH staff about sex work, 
brothel culture, and effective ways to engage with these operators. NZPC 
were able to review the draft of a letter sent to 15 brothel operators, and made 
sure that it was appropriate and effective. With this insider knowledge and 
input, all the brothel operators agreed to be visited by inspectors who observed 
onsite how safer sex was promoted within each brothel (policy, signage, infor-
mation given to clients, availability of condoms, lube and other products, 
etc.). During this time brothel operators also contacted NZPC for assistance, 
providing a good opportunity for NZPC to remind operators of how to best 
support their workers’ occupational safety and health.
(continued)
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 Becoming a Sex Worker: ‘Stepping Forward’
Getting information when starting sex work is vital for protecting sex workers’ 
health and safety. Knowing how to negotiate with clients, how to deal with issues 
that come up with clients, and how to ensure safe sex, is particularly important, and 
this information should be provided by a peer support organisation. Prior to decrim-
inalisation, although NZPC did provide printed and verbal information as well as a 
range of safer sex products to new sex workers, this was done in a fairly covert man-
ner, as such provision could have been construed as aiding and abetting a crime. As 
brothel operators were working under the façade of massage parlours, they did not 
want any explicit links made between them and sex work-related activities. For this 
reason, management felt unable to be proactive in referring new sex workers to 
NZPC, nor did they want information on their premises, as it could put them at risk 
of a 5-year prison sentence for brothel keeping and/or procuring. A survey of 303 
sex workers in Christchurch in 1997, prior to decriminalisation, found only 6% 
reported getting information and advice on sex work from NZPC when they started 
working [40]. Most advice was gleaned from co-workers or, for many (26%), 
nobody at all. Once sex work was decriminalised it became easier to display infor-
mation on safe sex and to have condoms on brothel premises, as there was no longer 
a fear of prosecution on the grounds that this was evidence of brothel keeping [41]. 
Brothel operators are now also more likely to send new sex workers to NZPC to get 
the information they need to help keep themselves safe. In 2006, a mere 3 years 
MOH found that most brothels actively advised clients about safe sex pol-
icy at the point of booking, provided information on their own websites, and 
trained sex workers to deal with clients who requested unsafe sex. Brothels 
that did not adequately promote best practices received follow-up for extra 
support.
This collaborative approach to compliance was effective because the sex 
worker lens provided guidance for best outcomes. This approach gently 
reminded all brothel operators of their obligations to health and safety require-
ments, and established functional relationships between health authorities and 
brothels. The expertise and inside knowledge of NZPC was integral to this 
outcome.
In a different jurisdiction, MOH sought advice from NZPC when contact-
ing brothels about a recent increase in STI/syphilis cases. They had developed 
a plan of action, and they needed it reviewed with a sex worker lens before 
implementation. Adjustments to the drafted letter of information resulted in 
the removal of stigmatising language and showed a more nuanced under-
standing of roles and responsibilities of management with regard to support-
ing safe sex practices. Occupational health and safety is best supported by 
true collaboration and respectful relationships between sex workers and sex 
worker led organisations (NZPC), and government agencies.
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after decriminalisation, a survey of 772 sex workers in NZ found that 44% reported 
that they had received information on starting sex work from NZPC, and the number 
getting no information at all was 18% [10].
After decriminalisation, NZPC also developed a booklet, ‘Stepping Forward’, 
which is aimed at new workers, giving them tips on how to stay safe, negotiate with 
a client, and care for themselves, as well as providing comprehensive information 
on sexual health [42]. This booklet is presented to new workers who come into 
NZPC, along with free condoms, dental dams, lube, and sponges. It would not have 
been possible to provide such information in this format before decriminalisation. 
Scenario 3 gives a sex worker perspective on how decriminalisation has facilitated 
appropriate information sharing with people considering taking up sex work.
Scenario 3: Becoming a Sex Worker
The New Zealand model decriminalises most sex work-related activities, giv-
ing sex workers more control over their working conditions. The model allows 
those considering sex work to seek practical information without fear of 
breaching any criminal law. There is a range of information sources available 
to those considering sex work, including the sex worker peer-led organisation 
NZPC, as well as New Zealand-based online platforms, and other sex work-
ers. As one worker commented,
I googled everything about sex work in New Zealand and I read the PRA [Prostitution 
Reform Act, 2003]. It made me a whole lot more comfortable when I was consider-
ing starting in the industry. I realised it was legal and I had rights. I was able to 
google agencies in my city to see if I would fit in and what sexual services would be 
expected of me.—Jill, Sex Worker
NZPC is frequently contacted by prospective and new workers for infor-
mation on sex work, including information about the law, their rights, as well 
as practical information about safe ways to work, health advice, and so on. 
Decriminalisation facilitates a context where such peer-focused information 
may be given freely, directly promoting safe and healthy practices, reducing 
risk and minimising harm.
In my first interview at a brothel, the manager told me about NZPC. I got a NZPC 
new worker pack and was encouraged to get sexual health checks and information 
from NZPC. There I found a tangible community. I just feel like NZPC is a place 
where…it’s not just all victim. I felt really well supported by NZPC.—Mel, Sex 
Worker
At the heart of decriminalisation is the concept of consent. As one worker 
comments,
The explicit consent, what the worker will and won’t do is much clearer after decrim. 
I wouldn’t have to commit to anything I didn’t want to do.—Valentina, Sex worker
Decriminalisation means sex workers can choose to work in a range of set-
tings—they may work independently or with other workers in small owner- 
operated venues, or meet and screen clients online or in public places such as 
(continued)
10 Sex Worker-Led Provision of Services in New Zealand: Optimising Health…
184
 Conclusion
This chapter has discussed three initiatives: engagement with police to provide a 
better outcome for sex workers reporting sexual assault; engagement with Medical 
Officers of Health to enhance the workplace environment for brothel-based sex 
workers; and the provision of support to new sex workers to facilitate an informed 
and safer entry into sex work. None of these initiatives would have been possible in 
a criminalised context. Decriminalisation has provided NZPC with greater ability to 
engage with a variety of stakeholders, so that sex workers’ voices are strongly pres-
ent in all initiatives to improve their health, safety, and wellbeing. For an initiative 
to be effective, there needs to be a robust understanding of the population at whom 
that initiative is aimed [43]. Wherever possible, therefore, initiatives should be peer-
led and, where appropriate, meaningful partnerships established.
Despite the many improvements to the health, safety, and wellbeing of NZ sex 
workers brought about via decriminalisation, it is acknowledged that these improve-
ments do not benefit all sex workers. The PRA states that people who are not NZ 
citizens or residents, and who are in the country on tourist, temporary work, or 
student visas, may not do sex work. This results in a number of migrant sex workers 
working in a criminalised setting, who will continue to do so. Full decriminalisation 
provides a context where all sex workers can be self-managing and have their voices 
known streets. They also may work in managed brothels. Such venues are also 
sources of information about sex work, in ways that would be difficult and 
illegal without decriminalisation.
When sex workers are hired, it is now possible for brothel operators to 
openly talk about sexual services that may be requested by clients and about 
which services the sex workers are prepared to provide. Furthermore, the 
brothel may keep this information and use it when clients make a booking 
with a particular request. This sets clear boundaries and reduces misunder-
standing and unrealistic expectations.
It means that workers have the protection of clearly negotiating services and prices 
before agreeing to a booking, and that [sex workers] have the right to refuse or ter-
minate services for whatever reason and have the backing of the law in 
that.—Belle
Safety is often a key concern for prospective and new sex workers. A 
decriminalised environment means that these concerns can be addressed 
directly: workers can work with others, brothels can install security equip-
ment, and difficult clients can be refused or ejected in the knowledge that the 
law supports these actions. Sex workers can also contact the police without 
fear of prosecution.
I think about safety all the time. I feel really fortunate to have several ways of vetting 
and sharing information here in New Zealand. We are so lucky here.—Mel, Sex 
Worker
G. Abel and C. Healy
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heard in the implementation of appropriate services. While full decriminalisation is 
some way off, it is important to continue to work towards this ideal.
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Chapter 11
Best Practices and Challenges to Sex 
Worker Community Empowerment 
and Mobilisation Strategies to Promote 
Health and Human Rights
Cynthia Navarrete Gil, Manjula Ramaiah, Andrea Mantsios, 
Clare Barrington, and Deanna Kerrigan
 Community Empowerment Among Sex Workers: Principles 
and Approach
Community empowerment is an approach where sex workers come together to gen-
erate solidarity and mobilise their collective power to address structural barriers to 
their health and human rights [1]. In this process, sex worker communities seek 
allies—including governmental and non-governmental groups—as well as chal-
lenge institutions and individuals who inhibit progress towards social and policy 
change [1]. Community empowerment is a social process or movement. It is also a 
crucial component of effective planning, implementation, and monitoring of rights-
based programming to address the health and human rights of sex workers [2]. 
Components of a comprehensive, community empowerment approach in the con-
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text of HIV prevention may include sex worker-led outreach and peer education and 
navigation; community-led drop-in-centres; community mobilisation and sex 
worker advocacy to promote socio-economic rights and opportunities; access to 
legal services and support; and improved sexual and reproductive health services 
tailored to the needs of sex workers.
Community empowerment approaches recognise sex work as work and as a pro-
fession. They aim to ensure the labour and human rights of sex workers, including 
their right to health, rather than trying to rescue or rehabilitate them [3]. Organising 
into sex worker-led groups is an effective strategy for sex workers to collectively 
challenge structural barriers such as stigma, discrimination, violence, and other 
forms of social inequality such as gender-related inequalities [4, 5].
Legal and policy environments often limit the reach and potential impact of sex 
worker groups. For example, structural constraints such as criminalisation may 
restrict the ability of sex workers to organise, thus challenging community empow-
erment efforts [6]. Despite these barriers, sex worker groups have formed and been 
sustained in multiple geographic regions to address the broader needs of the com-
munity. There are well-documented examples of such groups in South Asia [7–13], 
where community empowerment efforts among sex workers have received com-
paratively substantial resource investments as part of large-scale targeted HIV pre-
vention efforts from external donors. This has also been the case in Latin America 
and the Caribbean [14–16]. Implementation and evaluation of community empow-
erment approaches among sex workers in other regions, such as sub-Saharan Africa, 
have been less common but are slowly increasing in places like South Africa, Kenya, 
and Tanzania [17].
 Impact of Community Empowerment Among Sex Workers 
on HIV and Health Outcomes
Based on the evidence and outcomes from earlier programmes from South Asia, 
community empowerment is recognised as a best practice effectively addressing the 
health and human rights of sex workers [5, 9, 10, 18], and was acknowledged as a 
critical component for programming by the Joint United Nations Programme on 
HIV/AIDS investment framework [19]. In 2013, guidance on implementing sex 
worker-led, rights-based programming aimed at empowering sex workers was pro-
vided in the World Health Organization (WHO)-led, multi-agency collaborative 
document, and tool entitled “Implementing Comprehensive HIV/STI Programmes 
with Sex Workers: Practical Approaches from Collaborative Interventions”, the 
document is also known as the Sex Worker Implementation Tool (SWIT) [3].
Two years later, the Global Network of Sex Work Projects (NSWP) conducted a 
case study to measure the impact of the SWIT and found that sex worker-led groups 
around the world were using this guidance as they successfully implemented rights-
based programming, ramped up advocacy efforts, and held trainings to build capac-
C. Navarrete Gil et al.
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ity among other sex worker groups [2]. NSWP has committed to supporting global 
and regional sex worker networks in building capacity at regional, national, and 
local levels to advocate for rolling out the SWIT, given what a powerful tool it has 
proved to be for sex worker organisation and mobilisation across settings.
Given the scientific evidence supporting its impact, community empowerment 
has increasingly gained recognition as a key approach for addressing HIV among 
sex workers [6, 20]. A systematic review and meta-analysis of the effectiveness of 
community empowerment approaches among female sex workers found that these 
programmes were associated with a 32% reduction in HIV infection, significantly 
decreased odds of sexually transmitted infections (STI), and about a three-fold 
increase in the odds of consistent condom use between female sex workers and their 
clients across geographic settings [1]. The most well-known examples of commu-
nity empowerment approaches to HIV prevention come from India, starting with the 
Durbar Mahila Samanwaya Committee. This organisation, begun as part of the 
Sonagachi Project [7], is a community-driven initiative that achieved significant 
increases in consistent condom use and reductions in HIV prevalence among 
brothel-based female sex workers in Kolkata [21–23].
The Avahan India AIDS Initiative [24], building on the experiences of Sonagachi, 
developed and implemented a multi-level intervention package that included peer-
mediated approaches as well as STI services to address structural and environmen-
tal barriers to HIV prevention among sex workers across several states in India. The 
Avahan programme also achieved significant increases in consistent condom use 
between sex workers and their partners, and decreases in the prevalence of STI 
among female sex workers exposed to the programme [11, 25, 26].
In the Dominican Republic, two similar efforts including Compromiso Colectivo 
(Collective Commitment) and later Abriendo Puertas (Opening Doors), included 
community empowerment approaches, and were successful in improving consistent 
condom use as well as HIV care engagement and antiretroviral therapy (ART) 
adherence [16, 27–29]. Additionally, in Brazil, Project Encontros (Coming Together) 
used clinical and social intervention strategies, including peer education and com-
munity outreach, to reduce HIV/STI rates and encourage adoption of consistent 
condom use among sex workers. Among women in the Encontros programme, 
decreased unprotected sex was associated with increased social cohesion and par-
ticipation in social networks [14]. In sub-Saharan Africa, fewer examples have been 
documented and are notably absent from peer-reviewed scientific literature. Project 
Shikamana (Let’s Stick Together) in Iringa, Tanzania is one such example, however. 
Project Shikamana is a randomised controlled trial of a community-driven combi-
nation prevention model, which significantly reduced HIV incidence and improved 
HIV care and treatment outcomes among female sex workers living with HIV [30–
32]. Additional examples from the practice-based literature include the work of 
Sisonke in South Africa and Bar Hostess Empowerment and Support Programme in 
Kenya, where sex worker groups have been formed and sustained over a number of 
years and have mobilised to address both HIV and other health and human rights 
concerns such as gender-based violence [17].
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While more limited research has been conducted on the impact of community 
empowerment approaches among male and transgender sex workers, promising 
community-led models have been established. One of these is HOYMAS (Health 
Options for Young Men on HIV/AIDS/STI), a male sex worker-led organisation in 
Kenya [33]. HOYMAS has worked to respond to the unique vulnerabilities of male 
sex workers in their settings and sought to help inform models of tailored HIV pre-
vention services elsewhere [33, 34]. Another example, Sex workers IN Group 
(SWING), is a Thai organisation working within male and transgender sex worker 
communities driven by the principles of community ownership and community rep-
resentation [35]. SWING focuses on empowerment through education, aiming to 
improve quality of life for its members and to enhance their abilities to participate 
in  local and national sex worker movements as peer leaders. South Africa’s Sex 
Workers Education & Advocacy Taskforce (SWEAT), co-founded by a male sex 
worker and committed to working with all adult sex workers, focuses on community 
development and engaging sex workers in issues related to health and legal reform 
[24]. SWEAT’s work includes the launching of the above mentioned Sisonke, a sex 
worker movement to unite sex workers, improve living and working conditions of 
sex workers, and fight for equal access to rights [36].
Beyond HIV, community empowerment approaches have an important role in 
addressing violence, safe work environments, and economic stability for sex work-
ers. Community-driven, multi-level interventions among female sex workers have 
successfully reduced their risk for HIV and violence in India [37–39]. These inter-
ventions, implemented as part of the Avahan initiative, have responded to female 
sex workers’ risks for intimate partner violence as well as from clients and police. 
Grounded in the concepts of collectivisation and the development of critical think-
ing and dialogue, these interventions included components such as trainings led by 
human rights lawyers educating sex workers on their rights and helping them bring 
perpetrators to justice. These programmes focus on shifting norms around the 
acceptability of violence, while challenging gender roles and encouraging new rela-
tionship models based on gender equity and respect [13, 38].
Community-led economic empowerment strategies, including co-operative 
banking and savings and loan mechanisms for female sex workers, have increased 
financial security and improved social and economic outcomes. They have also con-
tributed to reducing sexual risk behaviours. The co-operative bank of the aforemen-
tioned Durbar intervention, the Usha Multi-purpose Co-operative Society, improved 
economic status among programme participants by increasing savings and reducing 
the economic vulnerability that can affect the capacity of sex workers to negotiate 
condom use with clients [4, 5, 40]. Pragati, another multi-component intervention 
among sex workers in India, combined a co-operative bank structure that provided 
a savings and credit mechanism with community mobilisation and peer-based HIV 
prevention activities [41]. The programme significantly decreased incidence of STI, 
increased reported condom use at last paid sex [42], and documented over 3000 sex 
workers joining as shareholders of the co-operative bank, with more than half of 
them opening savings accounts [41]. In Iringa, Tanzania, female sex workers who 
participated in community savings groups were found to have nearly two times 
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greater odds of consistent condom use with new clients, compared to those who did 
not participate in such groups [43]. These examples highlight the important role co-
operative banks and savings groups can play in reducing sexual risk behaviours and 
underscore the importance of comprehensive community-led interventions to 
address financial insecurity among sex workers.
The body of literature on community empowerment approaches for addressing 
HIV and other health outcomes among sex workers illustrates the effectiveness of 
utilising these strategies to effectively address the social and structural vulnerabili-
ties facing sex workers. This evidence has generated calls for additional work to 
gather evidence on this strategy’s potential impact on other aspects of the health and 
human rights of sex workers. For example, NSWP has specifically identified critical 
gaps in the literature on community empowerment approaches, including its effec-
tiveness as a strategy for addressing economic vulnerability and promoting financial 
security of sex workers [44].
The two case studies detailed below highlight both best practices and challenges 
of community empowerment efforts led by sex workers in two distinct sociopoliti-
cal and cultural contexts: India and Mexico. The studies offer an in-depth look at 
strategies designed and implemented by sex worker groups to address human rights 
violations, advocate for health, and respond to punitive legal environments. By 
examining these dynamic processes, we explore existing successes as well as con-
tinued gaps in achieving sustained progress towards upholding the health and human 
rights of sex workers across different settings. The case studies were developed by 
sex worker leaders of local organisations in each of these settings. They reflect first-
hand perspectives and focus on the lived experiences, realities, and collective 
responses among sex workers.
 Mobilising the Sex Worker Community in Mysore, India: 
Ashodaya Samithi Case Study
Our case study describes our process of community empowerment in response to 
the HIV epidemic as well as other challenges that we face as sex workers in our 
environment. This story begins in 2004, when a technical team of public health 
experts and researchers from the University of Manitoba visited Mysore, India—a 
bustling tourist destination with a vibrant sex work industry—to design and imple-
ment an HIV prevention programme with sex workers as part of the Avahan India 
AIDS Initiative. At that time, sex workers in Mysore generally operated from the 
streets and faced many day-to-day challenges: police raids, extortion on the part of 
police, and violence, from police, pimps, and boyfriends, among others. We were 
initially cautious of the technical team as it was difficult for us to trust outsiders, 
given all of the stigma, discrimination, and abuse we were exposed to. However, the 
technical team spent time with us and engaged in conversations about our lives and 
our well-being. They also provided unconditional crisis support, including when 
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our fellow sex worker sisters were detained by police during a raid or when we were 
refused health care at a government facility. This combination of taking the time to 
get to know us along with advocating for and supporting us, facilitated a process of 
trust and collaboration grounded in our interests. This created a foundation for fur-
ther sex worker organising and mobilisation around our rights and needs.
Over time, sex workers from our community started meeting in small groups, 
identifying themselves around their shared profession, problems, concerns, and life 
experiences. Through these meetings and what became daily conversations with the 
technical team, we were encouraged to think about our lives, dreams, and aspira-
tions, and we began to realise that we were not alone. Through these dialogues, sex 
workers in Mysore began to understand sex work as work and not something that we 
needed to be ashamed of, which was a new and empowering concept for many of 
the women in our community.
Several sex workers joined the technical team as volunteers and were asked to 
provide insights into the community’s needs. This process was critical to garnering 
community interest and identifying a rallying point for our sustained community 
mobilisation. The sex workers identified three priorities for our community: the first 
was addressing police violence, as sex workers were experiencing serious and regu-
larly occurring violence from the police. The second was the establishment of safe 
spaces—since most sex workers operated from the streets at that time, they had 
nowhere to sleep, rest, or freshen up. We spent most of our free time in parks and on 
the street, and the local thugs and police would take our money, harass, and rape us. 
The third was access to health services; we lacked a clinic for sex workers where we 
could access respectful, quality services at accessible hours.
The sex workers who volunteered with the technical team started going to the 
field, talking to their friends about the problems they were facing, and, once they 
opened, began bringing them to the safe space and the clinic. These were critical 
steps in mobilising the community. These steps marked the beginning of our organ-
isation, Ashodaya Samithi (Dawn of Hope), as sex workers in Mysore began to 
come together. Through that process, mutual trust and awareness were generated 
among the community members who were ready to listen, learn, and implement 
collective actions related to working towards better health for sex workers. As a 
result, Ashodaya Samithi was registered as a sex worker-led organisation, one that 
is by, for, and comprised of sex workers.
The governing body of Ashodaya Samithi consists of representatives from all 
three subpopulations of sex workers: female, male, and transgender sex workers. 
From our inception, we realised that our sex work circuits (the client base of these 
three subpopulations) overlapped. This is why there has always been a strong bond 
and mutual understanding and support among the female, male, and transgender sex 
worker community in Mysore. Hence, when we came together to form our own 
organisation, we decided that it would comprise female, male, and transgender sex 
workers. However, over the years we realised that, although we have some issues in 
common, there are many other challenges and issues specific to male and transgen-
der sex workers. The male and transgender sex workers formed their own collective 
called Adasha, which functions under the broad umbrella of Ashodaya. While we 
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address most sex workers’ issues as a unit, Adasha takes up issues specific to male 
and transgender sex workers.
Ashodaya Samithi leadership came to understand that community mobilisation 
is an ongoing process and that social cohesion is key to sustaining this process. Over 
the years, as women’s circumstances changed, so did our needs. From the early 
demand for a safe space to rest during the day, the needs shifted to include wanting 
to provide our children with a good education, to build our own houses, and to save 
money for the future. Ashodaya Samithi was committed to helping facilitate solu-
tions to each of these demands. We partnered with the Women and Child Welfare 
Department (WCD) of the Government of Karnataka to enrol sex workers’ children 
in boarding schools, free of cost. Our organisation has also led the process of regis-
tering and issuing national identity documents for sex workers, which are essential 
for accessing social benefits.
We have also supported the establishment of a co-operative society to address the 
financial needs of our community. The co-operative society was set up with support 
from Ashodaya Samithi and was registered as an independent entity in November 
2013. It is run and managed by an independent, 11-member board of directors who 
are all sex workers. The co-operative society provides low-interest loans and flexi-
ble payment schedules. This provides sex workers with a reliable place to save their 
money, enabling them to plan for the future. The savings account holders are also 
shareholders in the co-operative and benefit from the dividend payments made out 
of the co-operative’s profits.
While these were some of the immediate needs that brought the sex worker com-
munity together in Mysore, other hard-hitting realities continued to keep the com-
munity tight-knit and working together. The first Integrated Behavioural and 
Biological Assessment (IBBA), conducted in August–September 2004, revealed 
26% HIV prevalence among female sex workers in Mysore city. The realisation that 
one in four sex workers was living with HIV created a sense of alarm. Understanding 
that one person alone cannot control the spread of HIV forced the community to 
think critically about possible solutions we could embark on together.
Sex workers started holding community meetings to speak about HIV as an issue 
affecting their community and families. The discussions focused on finding ways to 
protect all sex workers from HIV infection. This process led us to reach the one-
point agenda of “No Condom. No Sex”. We began spreading the “No Condom. No 
Sex” message through street plays and other community events. This message 
became a community norm and all sex workers in the community were urged to 
follow it. There was general recognition that there were problems common to all 
that could only be addressed if we confronted them together.
The initial challenges that inspired community mobilisation of sex workers in 
Mysore included police violence and raids, stigma and discrimination, and violence 
and exploitation. We were constantly harassed and abused by police, sexually, phys-
ically, and verbally, and we were forced to pay fines and to provide sex without 
being paid. Stigma and discrimination came in many forms, including from doctors 
and nurses at hospitals and clinics who treated us poorly. Sex workers were required 
to get an HIV test before receiving any other clinical examination. In some cases, 
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this resulted in their deaths, as staff refused to provide emergency treatment without 
first seeing a patient’s HIV test result.
Female sex workers also experienced violence and exploitation from various per-
petrators including boyfriends, partners, “pimps”, and thugs on the street. Female 
sex workers, closely controlled by boyfriends and “pimps”, experienced violence in 
different forms. We often had to give these men a portion of our daily income, and 
they would prevent us from partaking in any activity that would compromise our 
earnings. Many sex workers struggled with low self-esteem and lack of personal 
and collective agency and empowerment. Reflecting the pervasive nature of stigma 
surrounding sex work, we were scared of expressing our problems to others and 
worried that our families and friends would discover we were sex workers and 
disown us.
To address these challenges and build on our foundation of empowerment, sex 
workers continued to work together to affect change at multiple levels including the 
following:
Self-respect and self-esteem: First with the technical team and then within the sex 
worker community, we worked to create authentic and critical dialogue around 
the issues of who we are and what we think about ourselves. This process helped 
us to build self-esteem and believe that our work was of no less worth than other 
work.
Crisis response system and team: Building on the unconditional, 24/7 crisis support 
that the technical team offered in response to police incidents or episodes of 
violence, we created our own crisis response team, providing around-the-clock 
crisis support to our community members. Our peer first responders in different 
areas can be mobilised to respond to violence and other crises. We have also cre-
ated a system of “crisis mitigation”, where we recognise potential threats and 
work to neutralise the threat before it creates a problem.
Multi-level advocacy: Once we had become organised, we undertook advocacy at 
various levels. Teams of sex workers approached the local police constable, 
shopkeepers, and healthcare providers to sensitise them about who we are and 
our needs and struggles as sex workers. We started working in partnership with 
the police department to organise trainings about how to create enabling environ-
ments to promote the health and well-being of sex workers.
Healthcare navigators: Stigma and discrimination inflicted by doctors and nurses 
was a historical and ongoing problem for female sex workers in Mysore so we 
trained sex worker healthcare navigators to work in healthcare settings and form 
working relationships with the providers to improve access and quality of care. 
These healthcare peer navigators served as a bridge between the healthcare pro-
viders and the community to ensure access to respectful services.
Boyfriends’ Club: The Boyfriends’ Club was an initiative to engage and educate our 
intimate partners on the challenges facing sex workers, including violence, 
harassment over money, and negotiation of safe sex behaviours. Boyfriends/hus-
bands and other regular partners were identified as major perpetrators of vio-
lence, and a collective roadblock for women wishing to participate in our 
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programmes. These men strongly influenced members’ decision-making around 
condom and contraceptive use. It became clear that we needed to work with 
them. Our work with partners helped to neutralise some of the barriers they had 
presented and enabled women to become part of our larger network of people 
who could respond to crises among sex workers.
The Integrated Behavioural and Biological Assessment (IBBA), carried out in 
2004, provided baseline data on HIV-related outcomes among female sex workers 
in Mysore city prior to the start of Ashodaya Samithi’s concerted intervention 
efforts. In 2006, another IBBA measured the same indicators after the implementa-
tion of Ashodaya activities in the sex worker community. This allowed for pre- and 
post-assessments, as shown in Table 11.1 [8]. All STI measures declined signifi-
cantly during this period, and condom use at last sex increased significantly with all 
different partner types. HIV prevalence remained stable over this period (26% and 
24%). However, a detuned assay (a testing method designed for the purpose of HIV 
incidence estimation) suggested a decline in recent HIV infections during this 
time [8].
Indicating the sustained effect of this earlier impact over time, the DIFFER Study 
(Diagonal Intervention to Fast-Forward and Enhance Reproductive Health), con-
ducted between 2011 and 2016, documented continued improvements in sex work-
ers’ condom use and STI outcomes.
Ashodaya Samithi has identified several goals and next steps for our future com-
munity-led action. We have set up a community-led academy (Ashodaya Academy), 
through which we provide hand-holding support to other community-based organ-
isations engaged in the process of successfully working with sex workers to address 
their health challenges. We have supported organisations in the sub-Saharan Africa 
and Asia-Pacific regions, including providing technical expertise in setting up the 
Sex Workers Academy of Africa (SWAA) in collaboration with another sex worker-
led organisation, VAMP from India and NSWP. Ashodaya aims to further dissemi-
nate our experiences and the lessons we have learned to help facilitate more 
community-led responses in other settings. Ashodaya also aims to branch out from 
just HIV prevention services into awareness, prevention, detection, care, and sup-
port regarding other diseases, including tuberculosis.





HIV prevalence 26 24




Condom use with occasional clients 65 90
Condom use with repeat clients 53 66
Condom use with regular partners 7 30
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While still integrating sexual and reproductive health and rights (SRHR) initia-
tives into its existing service provision, the organisation further aims to expand 
SRHR initiatives on a larger scale to create a more holistic approach to health. 
Resource constraints have made it more challenging for Ashodaya Samithi to oper-
ate, particularly since the end of the Avahan initiative, but we continue to work to 
mobilise resources from different sources to sustain initiatives responding to the 
needs and interests of the sex worker community.
 Addressing Institutional Violence and Punitive Laws 
in Mexico: APROASE Case Study
Established in Mexico City in 1984, APROASE (Asociación en Pro Apoyo a 
Servidores) was the first civil organisation formed and led by sex workers, with the 
mission of advocating for and defending the health, labour, and human rights of sex 
workers. We were legally recognised in 1997 and opened a sex worker friendly 
health clinic offering HIV testing, medical care for STI, gynaecological exams, and 
reproductive health services.
While still mostly providing services to sex workers, in an effort to reduce stigma 
and generate more resources, we expanded our clinic in 2004 to serve the general 
public. Sex workers who were members of APROASE received medical services 
free of charge. Other sex workers who were not APROASE members were granted 
a subsidy from 50% to 100%, depending on their economic situation. Those who 
were not sex workers could access clinic services by paying in full. These fees cov-
ered the expenses of those who could not cover their medical care at the time. Many 
of the treatments and consultations were subsidised by federal and state government 
financing projects.
In addition to operating the clinic, we facilitated trainings for peer educators on 
HIV/STI prevention and crime in the workplace and stimulated the exchange of les-
sons learned within the sex worker community. With financial support from the 
Mexican government, we developed a model for effective partnership between civil 
society organisations and the government to promote the health of key populations 
and the community.
In addition to providing health services, for over two decades we have struggled 
to gain recognition of sex work as a profession and to guarantee the human and 
labour rights of sex workers; concepts that are central to the effectiveness and sus-
tainability of community empowerment efforts. One of the main issues APROASE 
addresses is clarifying the distinction between sex work and human trafficking. This 
distinction has been complicated by international protocols, laws, and agreements 
conflating the two. As a result of this conflation, in many settings (including 
Mexico), sex workers are barred from their constitutional rights related to labour 
and health, and are excluded from legal protection and the freedom to self-organise. 
Our case study highlights how the misinterpretation and manipulation of laws 
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related to human trafficking ultimately led to the closure of our community-based 
clinic, and essentially forced our organisation to cease our community-led health 
and mobilisation efforts.
In 2000, the United Nations issued the “Protocol to Prevent, Suppress and Punish 
Trafficking in Persons, Especially Women and Children” [45]. Known as the 
“Palermo Protocol”, it is intended to prevent and combat trafficking of persons, to 
protect and help trafficking victims, and to promote cooperation among the States 
that are part of it. Mexico signed the Palermo Protocol in 2000, and in 2007 enacted 
the Mexican Law to Prevent and Punish Trafficking in Persons. Article 10 of this 
law defined trafficking in persons as “any act or intentional omission of one or sev-
eral persons to capture, engage, transport, transfer, retain, deliver, receive, or accom-
modate one or more persons for the purpose of exploitation” [46].
The law did not distinguish between sex work and trafficking, nor did it mention 
coercion or its opposite—willingness to engage freely in organising and contracting 
with third parties to guarantee the security of sex workers in their places of work. As 
a consequence of this poorly defined law, sex workers in Mexico were denied con-
stitutional rights as workers, and sex worker leaders were subject to unjust applica-
tion of legislation related to human trafficking.
In 2012, the General Law to Prevent, Sanction, and Eradicate Crimes Related to 
Trafficking in Persons was published in Mexico, which significantly changed the 
country’s definition of human trafficking [47]. Under the earlier law and within the 
Palermo Protocol, “acts”, “means”, and “purpose” are defined as the three elements 
of human trafficking. The new law passed in 2012, however, eliminates the “means” 
and only considers “acts” and “purpose” as the key elements of trafficking in per-
sons [48]. By removing the means, trafficking becomes one of many forms of 
exploitation. The definition of trafficking in Article 10 of this 2012 Mexican law 
includes “prostitution” and other forms of sexual exploitation among the categories 
it identifies as human trafficking.
As a result of these laws conflating sex work and trafficking, venues where sex 
workers are found, such as bars, have closed following constant raids to rescue vic-
tims of human trafficking and defendants of sexual exploitation. This has compelled 
sex workers from those establishments to work in the streets, where they lack social 
organisation and security measures to protect them from violence and extortion.
While sex work is not a crime in Mexico, it is not officially recognised as an 
occupation, either. Another civil society organisation, called Brigada Callejera en 
Apoyo a la Mujer “Elisa Martínez” (Street Brigade in Support of Women “Elisa 
Martinez”), advocates for the human, civil, and labour rights of sex workers. They 
effectively negotiated with authorities in Mexico City to establish a system of cre-
dentials for sex workers, providing them with some formal recognition as workers’ 
protections to compensate for their lack of legal protection. This negotiation is a 
great example of innovation and achievement in the face of a very challenging and 
ambiguous legal context. Unfortunately, it remains the exception rather than norm 
with regard to sex worker mobilisation in Mexico.
Despite the important work of the Brigada Callejera, the lack of formal recogni-
tion of sex work as work facilitates ongoing institutional violence against sex work-
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ers because they are not protected as workers, by the constitution or any other 
legislation. One example of the unjust application of the trafficking law is the case 
of our founding director, Alejandra Gil. She was arrested by Mexican law enforce-
ment authorities in March 2014 and accused of engaging in human trafficking activ-
ities based on the very laws and legal interpretations that conflate sex work with 
trafficking. She is currently serving a 15-year prison sentence.
Part of APROASE’s work is to protect the rights of sex workers. Before Mexico’s 
anti-trafficking law was signed into law in 2007, Alejandra and other sex workers 
developed and signed an agreement with neighbours and authorities in the Sullivan 
neighbourhood of Mexico City where they worked. In it, they defined the roles and 
responsibilities of all parties involved. It included clauses prohibiting violence 
towards sex workers by clients, substance use in the workplace, and participation of 
anyone under 18 in sex work. These measures, however, were ultimately trumped 
by the misapplication of the subsequent trafficking legislation and its use to justify 
the accusations lodged against Alejandra. Local law includes coercion as a condi-
tion for considering someone to be involved in the trafficking of persons, however, 
coercion was not proven in her case nor was evidence to the contrary taken into 
account in the trial. The prosecution’s conflation of sex work and human trafficking, 
along with the lack of a clear definition of coercion in the law, allowed the evidence 
to be ignored. These factors led to the court failing to recognise sex work as work 
and to the reinforcement of sex workers’ stigmatised status.
The arrest of APROASE Director Alejandra Gil was rife with stigma and dis-
crimination as the media manipulated the case as a triumph of the Mexican authori-
ties over human trafficking. Television and newspaper coverage showed images of 
Alejandra’s face. Without any consideration of the possibility of her innocence, the 
press declared her guilty before she had even been sentenced, further violating the 
rights to which she was denied access, and further illustrating the social injustice 
experienced by sex workers as a result of punitive laws and a context of stigma and 
discrimination.
Following Alejandra’s arrest, APROASE became the victim of media violence, 
extortion, police harassment, and death threats. The impact of these events on the 
organisation has been far-reaching. We have closed APROASE and no longer have 
a safe space to meet or conduct workshops. The situation overall has been devastat-
ing and stigmatising, to the point where no lawyer wants to take on the case for fear 
of being linked to human trafficking.
Alejandra’s case is emblematic of the highly punitive legal environment that con-
flates sex work and trafficking in Mexico, and how this directly impacts the ability 
of sex workers to meaningfully and safely organise and advocate for improved 
labour, health, and human rights.
Based on our experience, we argue that it is necessary for government authorities 
at all levels to recognise that sex workers organising themselves as a community 
does not in any way equate with or indicate engagement in coercion or sexual 
exploitation. Sex workers have the right to work and be protected. A critical next 
step is to work with the Mexican government to review and amend the laws against 
human trafficking to ensure they differentiate between sex work, which is, by defini-
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tion, consensual, and trafficking. It is necessary to design and implement strategies 
in conjunction with both the federal and state governments to ensure the recognition 
of sex work as a legitimate occupation, and to guarantee the fulfilment of sex work-
ers’ constitutional rights. This work is essential to protect human rights; ensure our 
country’s ability to contribute to successful programmes for the prevention of HIV 
and other STI; and to deal justly with the occupational violence experienced by sex 
workers. Once these amendments have been made, sex workers can partner with the 
government to work collaboratively on improving health conditions and ensuring 
safe workplaces for sex workers, as well as empowering them to exercise their con-
stitutional right to form civil organisations or unions as protected by the constitu-
tion. As long as sex work is not recognised as labour, sex workers will continue to 
be seen only as victims of trafficking, limiting community empowerment efforts.
 Discussion
Community empowerment is a critical component of efforts to address the multiple 
social determinants of health and well-being experienced by sex workers across the 
world. The case studies from India and Mexico highlight multiple challenges related 
to community empowerment and mobilisation among female sex workers, from the 
interpersonal to the structural level, as well as illustrating effective strategies sex 
worker-led groups have devised to confront these obstacles.
Among the key principles and processes of community empowerment-based 
approaches is the recognition of sex work as work [49]. As reflected in both case 
studies, developing a critical consciousness enabling sex workers to understand the 
structural causes of their vulnerability and marginalisation is essential to the process 
of mobilising for collective action [1]. Community empowerment approaches facili-
tating critical consciousness and the agency to take up collective action can promote 
mobilisation of sex worker communities to bring about social and structural 
change [50].
There are multiple structural barriers facing sex workers and their ability to orga-
nise and mobilise within their communities. These include labour rights violations, 
financial insecurity, institutional and interpersonal violence, criminalisation and 
punitive laws, and stigma and discrimination. The literature on existing programmes 
and the case studies presented here support the use of community empowerment 
approaches, based within a health and human rights framework, to holistically 
address these multi-level barriers. Through social justice-oriented movements, sex 
workers will be able to advocate for their rights to health, freedom from violence, 
socio-economic opportunities, and safe working conditions and environments.
The experiences of Ashodaya Samithi illustrate interpersonal and structural chal-
lenges to sex worker organising and mobilisation, such as police violence and raids, 
stigma and discrimination, violence and exploitation by different perpetrators, and 
lack of personal and collective agency among sex workers in Mysore. In the face of 
these major challenges, by bringing the community together, the programme identi-
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fied solutions. Using a community mobilisation and empowerment approach includ-
ing peer-led outreach and increasing access to and utilisation of health services, the 
programme has achieved significant impacts including substantial increases in self-
reported condom use with all sexual partners, and significant reductions in the prev-
alence of STI, including HIV, among female sex workers [8]. The programme has 
also had a significant impact on structural violence experienced by sex workers in 
Mysore [8, 12]. In interviews conducted as part of qualitative research with 
Ashodaya sex workers, women expressed that violence from the police has been 
reduced [12]. Ashodaya programme monitoring data likewise showed a marked 
reduction in violence from the police [8]. Other community-based organisations in 
India have demonstrated that sex workers who are mobilised to prevent HIV can 
also effectively develop strategies to monitor and reduce harmful policing prac-
tices [51].
Ashodaya has implemented effective strategies for confronting interpersonal 
violence experienced from partners and clients (including the Boyfriends’ Club 
mentioned in the case study), working to address the challenges presented by the 
male partners of women participating in the programme, who are threatened by 
their empowerment. Ashodaya Samithi is an excellent example of using the princi-
pals and approaches of community empowerment within a sex worker community 
to reduce structural violence and human rights violations at various levels of society.
In the case of APROASE in Mexico, we see complex legal and policy challenges 
creating barriers to sex worker organisation and mobilisation. As described in the 
case study, sex workers in Mexico are trapped in a “legal limbo” as sex work is not 
prohibited but also not recognised formally as an occupation [52]. As a result, there 
are legal grey areas including the conflation of some forms of sex work and work 
environments with trafficking and sexual exploitation [52]. Early on, sex worker 
activists identified that it would be necessary to claim the title of “sex workers”, 
with all the stigma accompanying that label, in order to claim the recognition of 
their labour rights as they moved to take legal action against the government. 
Because of the efforts of Brigada Callejera along with the Red Mexicana de Trabajo 
Sexual, a credentialing process which grants licences to sex workers was estab-
lished, recognising sex workers as non-wage workers and allowing them to open 
bank accounts or request loans on declaring their sources of income. The credentials 
are also a form of protection against “anti-trafficking” police raids. Attaining their 
licences provides sex workers with a public and legal identity in society. The efforts 
to recognise sex work as work in Mexico have been able to provide sex workers 
with health, education, and training opportunities in addition to workers’ rights [52].
The legal complexities around sex work in Mexico are not unique. Similar legal 
and political challenges exist in settings around the globe. An increasing number of 
reports show how punitive laws and policies governing sex work are linked to 
increased HIV acquisition and transmission [6]. Modelling has shown that decrimi-
nalisation of sex work could avert 33–46% of HIV infections across geographic and 
epidemic settings in the next decade [6]. Beyond associations with HIV infections, 
criminalisation and punitive policies towards sex work have also been shown to be 
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related to increased stigma [8, 53], insecurity regarding food supply and finances 
[54, 55] and higher rates of inconsistent condom use [6] among sex workers.
In terms of gaps identified in this chapter, there is a lack of systematic commu-
nity empowerment-based approaches and evaluations of these efforts among male 
and transgender sex workers. Work in this area is urgently needed to realise the 
potential for community empowerment interventions with diverse populations of 
sex workers and, specifically, to understand the particular challenges and barriers to 
community organisation and mobilisation these populations face in different con-
texts. Additionally, efforts should be made to take community empowerment efforts 
to scale and to conduct longitudinal evaluation research assessing changes over 
time, particularly examining health and rights outcomes that can take significant 
time to show impact.
These two case studies illustrate, as has been found in other settings including 
Brazil [1], the challenges that sex worker organisations face when governmental 
and/or international donor support dissipate. However, they also represent the 
importance to local sex workers’ organisations of connections to regional and inter-
national networks of organisations led by sex workers. Moving forward, govern-
ment and donor support is critical for health-related programme and research 
funding among sex workers and for broader organisation and network strengthening.
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Chapter 12
Reimagining Sex Work Venues: 
Occupational Health, Safety, and Rights 
in Indoor Workplaces
Brooke S. West, Liz Hilton and Empower Thailand, Anne M. Montgomery, 
and Allison R. Ebben
 Introduction
The physical space where sex work occurs, and its social, economic, and policy 
context, greatly influences sex workers’ health and safety [1, 2]. Although the 
dynamics of sex work vary widely, categorisation of sex work is typically based on 
indoor versus outdoor settings. Indoor settings may include brothels, hotels, enter-
tainment venues (like bars and clubs), or even private homes. Outdoor settings, 
parks, truck stops, or the interiors of vehicles, for instance, are generally associated 
with street-based sex work. However, this distinction paints broad strokes, and the 
reality is far more complicated since participation in sex work is often fluid, involv-
ing elements of both indoor and outdoor work. For example, clients may be solic-
ited on the street, in bars, or through online ads, and then sex may be exchanged in 
a hotel, vehicle, home, or elsewhere.
An appreciation of the diversity of sex work environments is important in under-
standing the factors that may either lead to increased health risks or serve as protec-
tive factors [3]. In particular, understanding how the unique features of sex workers’ 
occupational conditions differ across the multiple venues where sex work practised 
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is essential to developing and supporting programmes that promote and support the 
rights, health, and safety of sex workers [3]. Operating in isolated or dark locations 
has been shown to increase risk of violence and to limit sex workers’ negotiating 
power with clients [4–10]. The increased visibility of working in public spaces may 
also increase the likelihood of sex workers experiencing negative encounters with 
law enforcement and stigma from community members [11, 12] which, in turn, can 
limit their agency and displace sex workers to more dangerous settings [8, 9, 13]. 
Sex workers’ ability to access health and harm reduction services can also depend 
on the sex work setting [5, 6]. Although some sex work locations afford greater 
protection from a range of health risks, venues differ widely, and disparities in lev-
els of concealment, control, and isolation make both outdoor and indoor settings 
potential sites of either risk or safety [14].
So what factors are meaningful when trying to understand sex workers’ health 
and rights in the context of physical environments where sex work takes place? In 
this chapter, we focus primarily on indoor workplaces, and examine the unique 
social, physical, economic, and policy characteristics that increase or mitigate harm 
for sex workers. By “indoor workplaces,” we mean the broad range of indoor ven-
ues in which either solicitation or sex with clients occurs. We propose the following 
broad categories of indoor sex work venues shown in Table  12.1 [adapted and 
expanded from Harcourt and Donovan [11]]: brothels, entertainment venues, ser-
vice venues (e.g. massage parlours and bathhouses), rented rooms, private resi-
dences, and virtual (e.g. online) venues. These spaces vary in terms of how explicitly 
the venue is dedicated to sex work, location of solicitation and delivery of sexual 
services, levels of regulation, occupational standards and protective measures 
employed, and potential threats to sex worker health and safety (discussed in greater 
detail in the next section).
The goals of this chapter are, therefore, to: (1) elucidate factors that influence the 
well-being of sex workers in indoor workplaces; (2) provide a case study of sex 
worker-led initiatives to enhance workplace health and rights, focusing on the 
organisation Empower Thailand and the affiliated Can Do Bar; (3) describe best 
practices for indoor settings; and (4) develop a framework of key social, economic, 
physical, and policy factors that support sex worker efforts to organise and promote 
rights, health, and safety. The chapter will bring together research from global con-
texts to illuminate critical challenges facing sex workers in indoor venues, as well 
as suggest opportunities to advance comprehensive programmes and policies.
 Health, Safety, and Rights of Sex Workers in Venues
Much of sex work-related health programming has focused on HIV/STI prevention. 
Although important, this singular focus may reinforce harmful notions that sex 
workers are vectors of disease, thus undercutting more holistic support for overall 
occupational health and human rights. In reality, sex workers’ health needs are 
diverse. Sexual health concerns extend beyond HIV/STIs to include pregnancy, 
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Table 12.1 Categories of indoor venues
Indoor venue 
category Description Special considerations
Brothels Premises explicitly dedicated to 
providing sexual services: Clients 
solicited on site or through other 
means (e.g. online); sex conducted 
on site.
•  Most likely licensed and state 
regulated.
•  Can afford sex workers greater 
control over sexual exchange, reduce 
exposure to violence or police 
interactions, and provide 
opportunities for health care 
(depending on managerial and/or 
owner practices, plus legal context).
Entertainment 
venues
Bars, clubs, dance halls, karaoke 
clubs, beer halls, cafes: Premises 
dedicated to serving alcohol. Clients 
solicited in venue; sex conducted on 
or off site.
• May be licenced and state regulated.
•  Presence of alcohol and drugs can 
decrease women’s negotiating power 
and increase exposure to violence.
Service venues Saunas, massage parlours, 
bathhouses, salons, or barber shops: 
Premises dedicated to providing 
other services, but range of sexual 
services are provided. Clients 
solicited in venue; sex conducted on 
or off site.
• May be licenced and state regulated.
•  Presence of alcohol and drugs can 
decrease women’s negotiating power 
and increase exposure to violence.
•  Indirect nature of sex work may 
make it less safe.
Rented rooms Hotels, guesthouses, or other rented 
rooms: Clients solicited on the street 
or through other means (e.g. street, 
entertainment venues); sex conducted 
in rented room.
•  Work may be conducted alone with 
little control over the work 
environment.
•  Exposure to violence and police 
interactions may be higher and 
access to services lower.
Private 
residences
Clients solicited through multiple 
means (e.g. phone, street, online); 
sex work conducted in private 
homes, either that of the sex worker, 
client, or someone else.
•  Work may be conducted alone, 
which can increase exposure to 
violence.
•  Greater control over work 
environment and client selection can 
mitigate risks.
•  May be more covert, which can 
reduce negative police and 
community interactions.
Virtual venues Clients solicited through online 
means or newspapers; sex work 
conducted in rented room, private 
residence, brothel or other venue.
•  Work may be conducted alone, 
which can increase exposure to 
violence.
•  Greater control over work 
environment and client selection can 
mitigate risks.
•  May be more covert, which can 
reduce negative police and 
community interactions.
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maternal morbidity and mortality, and access to safe abortion (e.g. pre- and post-
abortion care), as well as bladder and kidney infections. Repetitive stress injuries to 
wrists, arms, shoulders, jaws, knees, feet, and backs, resulting from repeated “hand 
jobs”, “blow jobs”, working on inadequate beds, and working in high heels, are also 
matters of concern [15]. Chronic and noncommunicable health conditions like heart 
disease and diabetes may also be important challenges for sex workers, as these 
conditions can be exacerbated by chronic stress and trauma [16], as experienced by 
some sex workers.
Sex workers in practically all settings face substantial risk of sexual, psychologi-
cal, and physical violence from clients, partners, police, managers, strangers, neigh-
bours, and other sex workers. These abuses include harassment, condom refusal, 
rape, sexual assault, physical assault, drugging, abduction, trafficking, and murder 
[17]. Violence further manifests as robbery, non-payment by clients, and extortion 
by police, managers, pimps, landlords, and others [17, 18]. The health and safety of 
sex workers are also jeopardised by disproportionate experiences of structural vio-
lence, including stigma, discrimination, poor occupational conditions, high rates of 
policing, and systematic economic and social marginalisation, leading to higher 
rates of homelessness and poverty [8, 19]. These experiences can contribute to a 
greater risk of sex workers developing a range of mental health conditions, like 
PTSD, depression, anxiety, suicide, and alcohol and drug use disorders [17, 20], as 
well as work-related stress [21, 22].
All of these occupational health and safety issues are compounded by reduced 
access for sex workers to needed health and social services due to limited availabil-
ity of such services, prohibitive costs of services, and discriminatory practices pre-
venting sex workers from receiving or seeking quality care [23]. These factors, as 
they relate to indoor venues, are discussed below.
 Physical Characteristics
Indoor venues may provide sex workers with higher levels of safety compared to 
other environments. This depends, however, on the specifics of the particular 
space—who is in charge and how the space is run. Although some indoor spaces 
utilise protective measures, like security guards, good lighting, and panic buttons, 
others may be highly disordered, lacking in basic hygiene, or located in isolated 
areas where risks are exacerbated. For instance, working in a brothel or other indoor 
venue may mean greater protection from police if the manager or owner pays police 
to leave employees alone [24]. Managers and other third parties (e.g. security 
guards) can help to screen and regulate clients and enforce policies to enhance sex 
worker control over sexual negotiations [19, 24, 25]. For instance, in entertainment 
venues where alcohol is served, managers may offer “ladies’ drinks” with reduced 
alcohol content, thus potentially decreasing levels of intoxication among female 
workers, which in turn enables them to better negotiate their health and safety with 
clients [26]. If workplace policies are designed to support safer sex, indoor spaces 
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may also afford greater access to sexual health information and services, as well as 
promoting the use of condoms [19, 27–29].
However, the extent to which managed indoor venues are supportive of sex 
workers’ health, rights, and independence depends on the practices, policies, and 
regulations characterising a particular venue. In venues where sex workers are pres-
sured to work quickly or to service a large number of clients in a short period of 
time, their agency to negotiate condom use and safety with clients may be limited 
[30, 31]. Additionally, in some indoor venues, pressure on sex workers to drink or 
use drugs may inhibit their agency when negotiating condom use and increase the 
risk of exposure to violence [26, 32]. More broadly, managers and owners of indoor 
venues in settings where sex work is criminalised may not view sex workers as 
employees with rights and entitlement to a safe working environment, and some 
even leverage the criminalisation of sex work to exploit their employees [33]. Thus, 
some sex workers prefer the freedom of working independently, outside of the regu-
lation and surveillance of indoor venues [34].
 Economic Factors
Economic factors operate in many ways to shape the health and well-being of sex 
workers, and poor socio-economic conditions often underlie entry into sex work 
[35]. Economic injustices experienced by sex workers include limited economic 
opportunities, low pay, their performing dual roles as primary caretakers and sole 
breadwinners, as well as, for marginalised groups, limited access to property owner-
ship, education, banking, and financial management. This economic vulnerability 
has been shown to increase workers’ vulnerability to having sex without condoms, 
reduce their negotiating power with clients, and increase gender-based violence and 
risk for HIV/STI [35–37]. Similarly, studies have shown that residential instability 
or homelessness increases experiences of sexual and physical violence [6, 38]. 
Economic vulnerability stemming from the criminalisation of sex work (manifest-
ing in, for example, clients refusing to pay, or police extorting bribes or fines from 
workers attempting to avoid arrest), in particular, also results in lower rates of con-
dom use and higher risks of HIV infection [35, 38–45].
Indoor sex work venues may be attractive to sex workers if they are able to 
charge higher fees and/or see more clients, especially if the setting also provides 
greater protection from police or clients [4, 8, 9]. However, there are variations to 
the economic benefits and risks sex workers experience within indoor sex work 
venues. Many sex workers find themselves paying tips or fees to third parties such 
as managers, owners, drivers, front desk workers, security staff, or phone operators 
[46]. In some contexts, sex workers report these relationships with third parties to 
be supportive, whereas in others, economic arrangements with third parties may be 
reported as being financially exploitative or as creating situations where sex workers 
are required to pay exorbitant fees to work in these spaces [46] or to procure clients 
[47]. Such economic interference cuts into workers’ earnings and may lead some to 
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sacrifice the relative safety of such workplaces for riskier settings where they have 
greater autonomy over their money, time, and working conditions [19]. Importantly, 
these exploitative relationships are most likely to occur in jurisdictions where sex 
work is criminalised, a factor underscoring the urgent need for sex worker labour 
rights. Ultimately, sex workers should be equally free to choose to work with third 
parties or to work independently, and, furthermore, to do so without the unjust crim-
inalisation of third parties based on assumptions of trafficking or exploitation.
 Social Factors
Social factors also shape health, safety, and rights outcomes for sex workers in 
indoor sex work venues. For example, due to the highly stigmatised and often crimi-
nalised nature of sex work, health care and legal services may be harder to obtain 
for sex workers than for workers in other industries [48]. The stigma against sex 
workers is often entrenched in unjust power structures that treat sex workers as 
deserving of scorn or abuse [49]. This results in high rates of violence against sex 
workers. In one global sample, 45–75% of sex workers reported lifetime prevalence 
of workplace violence [50]. However, working in an indoor venue, as opposed to 
working outdoors, may offer some protection against stigma by making it easier for 
individuals to conceal their sex worker status from the public and police.
Within indoor workplaces, sex workers engage with a host of factors that support 
or negate their health and safety. Managerial promotion of supportive policies (e.g. 
intervening with bad clients), provision of health information and condoms, and 
deterrence of unjust policing practices, can lead to reduced violence against sex 
workers and to their experiencing greater agency with clients [9, 19, 24, 25, 27–30, 
51]. However, managers may also interfere with negotiations regarding condom 
use, client selection, and pricing [10, 19, 30, 31, 33, 52]. Relationships with other 
sex workers can also improve sex worker health. Positive aspects of support include 
the sharing of information about clients (e.g. Ugly Mugs reports and “bad date 
lists”), HIV testing, and strategies to negotiate safe sex and condom use, as well as 
the establishment of supportive venue norms and opportunities for sex workers to 
organise against exploitative managerial practices [27–29].
In contrast, limited peer support, either as a result of competition between work-
ers or venue policies limiting cooperation between them, can lead to their experi-
encing greater isolation and limited power to address issues of occupational health 
and safety [10, 25, 30, 53]. Importantly, the criminalisation of sex work and related 
stigmas can stand in the way of the development of supportive relationships with 
management, as well as collective action among sex workers [54, 55].
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 Policy Environment
All of the factors discussed above intersect with policy environments in ways which 
impact sex workers’ health and safety. Globally, four primary legal models exist, 
varying in levels of regulation and criminalisation of sex work: (1) Prohibition crim-
inalises both the selling and buying of sex and third party involvement; (2) End 
Demand laws criminalise paying for sex, or organising or profiting from prostitu-
tion on the part of third parties, but do not criminalise the selling of sex; (3) 
Legalisation and regulation may involve the partial decriminalisation of some forms 
of sex work, but often introduce oppressive venue licensure and regulation under 
administrative and labour laws; and (4) Decriminalisation removes all punitive laws 
from both the selling and buying of sexual services, as well as from third parties or 
others who are directly or indirectly involved in the sex industry [56].
Most countries adopt legislation informed primarily by the lens of prohibition, 
resulting in the widespread criminalisation of sex work around the world. Even in 
contexts where sex work is quasi-legal or legal, may activities associated with sex 
work still remain criminalised. This impacts third party actors who profit from sex 
work by, for example, running an establishment, providing security, spotters, etc. 
[57], or maintaining online advertising platforms, which were directly affected by 
the 2018 FOSTA-SESTA legislation in the United States [58]. In some contexts, 
family members and cohabitants can be charged with “living off the proceeds of 
prostitution” [57]. These restrictions have substantial impact on the health, safety, 
and rights of indoor sex workers [19, 23, 42, 59–61]. At the broadest level, laws 
regulating sex work exacerbate stigma and force sex work underground, making it 
hidden and less safe for individuals engaged in this work.
The criminalisation, regulation, and policing of sex work are documented to lead 
to human rights abuses, including workplace raids, harassment, arrests, rape, confis-
cation of condoms, and extortion of bribes or sexual favours by police [10, 49, 62, 
63]. The collective result of these outcomes is a direct impact on sex worker health, 
through experiences of physical and sexual violence, decreased access to condoms 
and condom use, fear of carrying safer sex or injection supplies due to threat of 
arrest, increased risk for HIV/STIs, reduced negotiating power with clients, and fear 
of accessing health services, alongside the creation of a climate where economic 
vulnerability is systemic [49, 62, 63]. Without legal protection, experiences of vio-
lence, abuse, or exploitation from police, clients, or other parties, may not be inves-
tigated or registered, plus sex workers may avoid reporting violence for fear that 
they themselves will be charged [12, 64]. The stringent or coercive regulation of 
indoor spaces can push individuals to work in unsafe indoor or outdoor workspaces, 
where they have less ability to screen or negotiate with clients [5, 9, 19, 65]. In other 
words, the potential protective effects of working in indoor spaces are undermined 
by policies related to the regulation and criminalisation of sex work [4].
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 Additional Considerations
Stigma, violent policing, and criminal penalties are disproportionately experienced 
by other marginalised communities—people whose identities may intersect with 
sex worker identities—including people who use drugs; migrants, Indigenous peo-
ple, and other racialised minorities; people living with HIV; LGBT populations; 
individuals experiencing homeless or unstable housing; and populations with co-
occurring health issues like mental illness. People who use drugs, especially those 
who inject, often face substantial stigma within indoor venues, resulting in their 
experiencing social isolation or being pushed outdoors to the margins of communi-
ties where their income is lowered and the possibility of experiencing violence is 
increased [2, 8, 49, 66, 67]. Individuals who are drug-dependent or intoxicated may 
be less able to negotiate condom use or safer injection, may be more likely to have 
sex without condoms to access money or drugs, and may be less able to extricate 
themselves from dangerous situations with clients [4, 23]. As well, the double 
stigma and marginalisation associated with sex work and substance use can trans-
late into sex worker avoidance of health and social services, and elevated levels of 
police harassment, abuse, and imprisonment [68].
Migrant sex workers also face compounded risks. Working in indoor venues may 
be particularly attractive to migrant sex workers as a way to overcome challenges 
associated with their migrant status (e.g. social isolation, barriers to health and legal 
protections, language barriers, the need to remain less visible) [54, 69]. During raids 
on venues, however, migrant sex workers may be disproportionately targeted and 
find themselves at risk of deportation if their legal status is discovered by authorities 
[70]. Protection of sex workers’ labour is limited across the board, and for migrant 
sex workers in indoor venues, it may be even more so if they fear reporting or dis-
cussing workplace violations due to concerns around disclosure of their immigra-
tion status [61, 65]. Broadly speaking, migrant populations may not be afforded the 
same rights as citizens, which can prevent them from seeking health or social ser-
vices or soliciting help from the police if they experience abuse or violence [65, 71].
Similarly, transgender sex workers may be marginalised within sex work com-
munities, excluded from indoor spaces, and thereby forced to work in street set-
tings. Transgender sex worker’s safety is already threatened by stigma and 
discrimination: they face greater exposure to physical and sexual violence, as well 
as greater economic vulnerability and diminished ability to negotiate with clients 
[72–77]. The hypervisibility and policing of trans bodies, combined with a failure 
to address threats to trans sex workers, means the creation of safer indoor working 
environments is important to protecting the rights of trans sex workers [76, 77]. 
Given these structural vulnerabilities, greater attention needs to be directed towards 
the specific health, rights, and safety concerns of diverse and marginalised sex 
workers in indoor venues.
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 Case Study of Empower Thailand
Empower Thailand, a sex worker-led human rights and women’s advocacy group, 
was born in 1985  in the go-go bars of Patpong, the famous red-light district of 
Bangkok. Empower currently works across five Thai provinces. In Chiang Mai, our 
organisation does weekly outreach, visiting over 250 sex work sites and 3000 sex 
workers each month. Over the last 2 years, we have added “internet outreach” where 
news and information are shared by hundreds of sex workers in mobile app groups. 
The following section will detail key components of our innovative approach to 
addressing health, rights, and safety in indoor sex work venues.
Sex workers make up most of the leadership of Empower and are regularly 
invited to guide and critique our activities and advocacy work. Empower focuses on 
five domains:
 1. Community: Empower is part of and central to the sex worker community. We 
use our space to celebrate, mourn, play, eat, and organise together.
 2. Legal: We learn, analyse, and critique the laws that impact us.
 3. Art: We use art and performance to strengthen our advocacy.
 4. Education: We provide education for society about human rights, justice, and sex 
work from our collective experience. We also provide sex workers with access to 
education (e.g. literacy, language training, school qualifications, job skills).
 5. Health: We teach the public and health providers about best practices when 
working with sex workers and provide a setting wherein sex workers can share 
health knowledge and referrals with one another.
As a collective of sex workers who are experts in what is most important to our 
community we have numerous insights into what supportive interventions look like, 
as well as into which activities might involve unintentional, negative consequences 
for sex workers. The lessons we share below are rooted in the need for health and 
rights promotion focusing on occupational health and safety (OHS), and support for 
sex worker organising.
Prioritising Collective Organising: Reimaging Outreach as In-reach Empower 
started with women visiting each other’s workplaces and coming together to talk, 
share skills, and reflect on their lives. It was not then called “outreach”, a term 
imported years later from the NGO world. Empower outreach has always been more 
like “in-reach”, as we are part of the communities we visit. As Empower Sex Worker 
Member 1 states:
We are sex workers on outreach. We don’t use the term ‘peer’, as it has become a word used 
by NGOs to separate sex workers from each other unnecessarily. It also is a trap where sex 
workers can be used as “peer educators” for NGOs, but we can still not be in the decision-
making roles and high paid positions of Director, Coordinator, Administration Officer, etc.
For Empower, outreach (or in-reach) is not just an activity or project; it is the 
vital component of every activity and programme. Empower does outreach to build 
and solidify community, have fun, catch up with old friends, and introduce Empower 
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to new sex workers in the area. It is also a means for sharing news and experiences 
among diverse sex workers and for ensuring that Empower’s activities and advocacy 
are responsive to the changing work conditions, needs, and interests of sex workers. 
As Empower Sex Worker Member 2 shares:
We went on outreach to share Empower plans to make a submission to the government to 
repeal the Prostitution Act. However, everywhere we went sex workers were talking about 
the terrible economy … worrying about having enough money to buy kids shoes, cover 
school fees, rent etc. The Prostitution Act felt a long way from real life. So we decided to 
start running a monthly second-hand clothes market at Empower. The market not only cut 
down on living expenses, but also gave us a chance to gather together and make it clear to 
each other that the Prostitution Act is the reason that about a quarter of our monthly earn-
ings are stolen in bribes. We were able to get more sex workers supporting the lobbying for 
law reform. We only knew we needed to make the link clear because of what we learned on 
outreach.
Each month, sex workers create a pamphlet to distribute in the community that 
includes information about our educational programmes, upcoming Empower 
activities, and information on the law, human rights, or health. Pamphlets display 
the Empower “Honey Bee” logo to make them easily recognisable to sex workers 
with limited literacy; we also use large lettering so they can be read in the dim light 
of indoor workplaces. Using the vibrant language of sex workers, rather than aca-
demic or NGO language, each pamphlet is designed with the knowledge that it may 
be read by employers, customers, police, or family members, so we ensure informa-
tion will not embarrass or endanger sex workers. According to Empower Sex Worker 
Member 3:
No restaurant or their staff would want people handing out graphic descriptions and pic-
tures of food poisoning. We also don’t want pamphlets about gonorrhea passed to us at 
work, especially in front of our customers.
Sex workers pair up to plan and conduct outreach. We wear Empower t-shirts so 
our mission is clear to other sex workers and their employers. When we enter estab-
lishments, we are good customers and take a seat, order a drink, and when workers 
have time they pick up a pamphlet, exchange gossip and get condoms. In venues 
where it is not possible to sit (e.g. some massage parlours), we leave pamphlets. For 
many sex workers, meeting Empower on outreach is the first step to becoming com-
munity organisers and “high-heeled defenders”. Over the last three decades, more 
than 50,000 sex workers have joined Empower, most of whose first experience of 
Empower was an outreach visit to their workplace.
Respecting Sex Workers as Workers and Venues as Workplaces and Places of 
Business Entertainment venues are, first and foremost, workplaces, and sex work-
ers are there to earn their living. We learned from experience that it is not appropri-
ate to attempt training, workshops or HIV/STI testing in these venues during 
business hours; instead, we use outreach to invite sex workers to attend events away 
from the workplace and outside working hours.
As outreach workers, sex workers have insider knowledge of the routines, 
working conditions and social composition of different venues (e.g. literacy levels, 
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gender identity, migration status, incomes). This allows us to tailor outreach to 
safely and respectfully approach sex workers. In particular, Empower understands 
power dynamics in different types of workplaces, allowing us to avoid complicity 
with exploitative employers or reinforcing bad labour and human rights practices. 
As one Empower member notes:
The [NGO] staff don’t really talk to us, they usually just talk to the mamasan (manager). 
The mamasan doesn’t want any trouble from the health department so she’s nice to them. 
She shouts out “Girls come and get your blood tested!” Can we refuse? Technically yes, it’s 
supposed to be voluntary, but if we refused all our friends would look at us and wonder why 
we don’t want a test. The mamasan would be angry so we may get our salary cut. The 
[NGO] staff would want us to explain why we are refusing and try to talk us into a test. It 
seems that the test is not mandatory but volunteering for it is! We call it forced voluntary 
testing. No one is doing this testing for our health, not even us.
Outside projects that develop primary relationships with management rather than 
with workers can lead to activities and projects that rely on coercion and fear. This 
may result in forced HIV/STI testing, forced participation in research, and workers 
left unable to speak honestly or freely to health providers.
The Can Do Bar: A Just and Fair Workplace for Sex Workers, by Sex 
Workers In many contexts, sex worker projects began as HIV/AIDS outreach; 
however, sex worker concerns extend far beyond disease prevention and include 
issues of stigma, labour rights, decriminalisation, and health promotion. After 2005, 
Empower began focusing more widely on Occupational Health and Safety (OHS) 
for sex workers in entertainment places. This involved running a series of work-
shops bringing together sex workers and OHS experts to discuss concerns and solu-
tions related to salary cuts, customer quotas, mandatory alcohol consumption, long 
work hours, lack of paid leave or days off, locked fire escapes, harmful noise levels, 
and inadequate toilet facilities. Findings were published in an OHS handbook for 
sex workers and business owners to assess their workplaces and implement changes. 
In the Empower drop-in centre, sex workers also designed a model of the working 
conditions outlined in the manual.
In 2006, frustrated by public and policymaker resistance to improving working 
conditions, a group of sex workers from Empower created their own venue—an 
entertainment space developed for sex workers by sex workers to demonstrate the 
conditions they were demanding. They named it the “Can Do Bar” because they 
believed it was possible for sex workers to do it themselves. A fund was established 
where contributing sex workers became part of the collective ownership. The price 
of a share was set at 1000 Thai Baht (US$33). Those who could not afford monetary 
contributions could join the collective by contributing labour to the design and con-
struction of the bar. Within months, the fund had raised over 1 million Thai Baht 
(approximately US$35,000).
The Can Do Bar was opened on September 19th, 2006 and was informed by 
national OHS, labour, and business standards (see Box 12.1). The collective com-
mitted to several core principles: the Can Do Bar would work within the law and not 
pay bribes to police; sex would be for personal income and not for the profit of the 
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bar; visiting sex workers unaffiliated with Empower would be welcome and free to 
engage with other customers; and decision-making would be done by consensus 
among Empower members. Importantly, the Can Do Bar could not function without 
the collective spirit of sex workers working together. For instance, each year, sex 
workers involved in the Can Do Bar collectively undertake financial planning. 
Thai Labor Law and Social Security Policy
All “Can Do” workers are paid at or above the minimum wage according to Thai Labor Law
“Can Do” staff work a maximum of 8 hours per night and have minimum of one day off per
week in accordance with Thai labor law
Full time workers have 10 paid holidays a year plus a further 13 days Public Holidays per
year
Overtime is on a voluntary basis and fully paid
There will be no staff salary cuts or withholding of wages for any reason
“Can Do” staff are encouraged to form a worker’s association or union
All workers are entitled to paid sick leave and also enrolled in the Thai Social Security
scheme
Disputes over working conditions will be settled in Labor Court
Staff Facilities
“Can Do” has provided facilities for workers to take their allotted breaks away from the bar
or they may leave the premises for their break if they wish
Unlimited clean drinking water is supplied free for workers
“Can Do” staff have their own toilet facilities and there are no restrictions on times of use.
Physical Safety and Well-being
The “Can Do” building complies with Thai building standards
Daily cleaning is done by a trained cleaner using appropriate solutions
“Can Do” bar is well ventilated and customers must smoke outside
Fire extinguishers are installed and maintained. Workers have been trained in their use.
Noise and lighting levels comply with Thai standards (music less than 92 decibels: lighting
above 50 amps)
A functioning electricity safety switch is in place
Staff are not required to lift over 4kgs and have been trained in safe lifting and moving
techniques
Staff have been trained in first aid and basic first aid supplies are provided
“Can Do” does not link income to alcohol consumption for bar staff or other visiting sex
workers
As a service to society, condoms and lubricant are freely available in “Can Do” and
workers are trained in safe sex education.
Staff Development
Bar staff receive training covering bar tending, sound system, first aid, safe sex, safe
lifting, emergency procedures, managing difficult or violent situations
Access to ongoing English language training and ad hoc skill training
Staff may apply for one paid night off per month to attend meetings, courses or trainings

























Box 12.1 Working conditions at the can do bar—“Can Do—
Experitainment” (2006)
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To date, they have decided to reinvest profits to maintain and improve the bar rather 
than divide profits among themselves.
The success of the Can Do Bar cannot be measured in profits alone, however, as 
our work impacts women’s health and livelihood. It also sends a message to other 
entertainment venues, policymakers, health officials, and to the general public. For 
example, the Can Do Bar has helped to promote social security for sex workers, 
enrolling almost 400 women in the Thai Social Security Scheme, which provides 
workers with unemployment payments, health care, old age pensions, and childcare 
payments. Encouraged by this example, sex workers at other venues have success-
fully demanded that their employers also enrol them in social security. According to 
Empower Sex Worker Member 4:
Before Can Do we all thought we couldn’t join social security. Our bosses also said it was 
impossible. But now we know differently. Social security? Can Do!
As a result of our many successes, the Can Do Bar has been called a model inter-
vention by Henny Ngu at the UNDP and has received further national and interna-
tional recognition as demonstrated by visits from Thai Ministries of Labor and 
Social Welfare, National Human Rights Commission, UNAIDS, the International 
Labor Organization, and students, researchers, journalists, and others from around 
the world, all of whom have come to learn from our model. We also received fund-
ing from Mama Cash, American Jewish World Service, Red Umbrella Fund, and 
many others.
Perhaps most importantly, Can Do creates collective community pride as our 
members have proven that safe, fair sex work is possible. Overall, Empower and the 
Can Do Bar present a clear message: interventions focusing only on disease, espe-
cially HIV/STI prevention, ignore other OHS issues that are equally important to 
women. Instead, supporting women to organise and make changes that they identify 
as important and necessary can create healthy and just working conditions for sex 
workers and serve as a model for other establishments.
 Lessons from Empower and Beyond: Best Practices to Reduce 
Harm, Promote Health, and Advance Rights for Indoor Sex 
Workers
Given the range of health and safety issues sex workers confront as part of their 
daily lives, a focus on improving working environments and supporting safer sex 
work spaces is crucial to ensuring the rights of sex workers. Perhaps more than 
outdoor venues, indoor venues are in a unique position to utilise such an approach, 
though OHS issues and needs will vary by venue and context. Broadly speaking, 
sex workers deserve access to healthy and risk-free work environments where they 
have decision-making power, their physical and psychological safety is ensured, 
and they have recourse when they experience harm in the workplace. Without 
structural changes to the policy context, however, creating such environments is 
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challenging [78]. The following section details recommended best practices for 
indoor sex work venues.
First, indoor sex work venues can be made safer for sex workers by prioritising 
occupational health and safety and harm reduction. Many sex workers, includ-
ing those from Empower, as well sex worker organisations and activists, endorse 
an explicit focus on OHS as a starting point for supporting sex workers. This 
requires recognition that sex work is work and therefore sex workers need labour 
rights. An OHS perspective involves preventing day-to-day workplace exposures 
and hazards, treating injuries and disease, holding employer’s accountable for 
the health and safety of employees, and promoting worker rights to mitigate 
harms associated with disproportionate disease burden, substance use, exposure 
to violence, debt, exploitation, and marginalisation [15, 79].
OHS in indoor venues involves a combination of employer duties, working 
conditions, protection and prevention, and care and support [79]. Venue owners 
and managers have a responsibility to consult with employees to identify haz-
ards, address harms and to assess and control risk by, for example, screening and 
refusing clients; providing good lighting, panic buttons, and hygiene materials 
like soap, water, clean linens, and towels; keeping the environment clean and 
well maintained; and providing information and supplies for safer sex and safer 
drug use [9, 24, 25, 27–30]. Managers must support access to regular health 
screenings and services, including the management of STIs, HIV, cervical and 
anogenital cancer, Hepatitis B and C, tuberculosis, as well as access to a range of 
contraceptive options, safe abortions, and post-abortion care [80]. Importantly, 
work environments should be free of coercion of any sort, including freedom 
from any requirement to have sex without a condom, and the freedom to refrain 
from drinking or using drugs. If needed, work environments should also provide 
support to workers in using substances safely, if needed (e.g. provision of drug-
related harm reduction information, free clean syringes, naloxone, and fentanyl 
test strips) [79]. Beyond this, wider support for sex worker health and safety 
issues should include violence prevention tools, and managerial support for 
employees to organise, join unions, and access a range of health and social ser-
vices [80].
Proper working conditions include reasonable work schedules with adequate 
breaks, vacations, and leaves, but should also include the provision of workers’ 
compensation, insurance, and legal support, plus ensure that workers are able to 
report accidents or injuries, and hold employers accountable when sex workers’ 
rights and safety are violated [79]. Importantly, OHS measures must be cogni-
sant of the diversity of sex workers’ lived experience and concerns [80]. This 
involves focusing on how to make venues more inclusive of marginalised sex 
workers—including people who use drugs, immigrants/migrants and transgen-
der sex workers—to more fully advance the rights and safety of sex workers. For 
instance, migrant sex workers may have need for translation or legal services. 
For people who use substances, access to treatment for drug, alcohol, and tobacco 
dependence is crucial to supporting health and safety [80]. For transgender sex 
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workers, special attention to both physical and mental health needs, as well as 
additional safety protections, could make indoor venues healthier and safer 
spaces that are also more welcoming.
Second, strengthening the rights and health of indoor sex workers requires their 
full and meaningful engagement. This involves a host of activities including 
support for community organising, sex worker-led initiatives, and mobilisation 
and empowerment efforts. Sex workers are too often left out of the discussions 
that impact their lives. Yet, as seen in the innovative work of Empower Thailand, 
sex workers are strategic partners to improve health and rights and are the experts 
in their own work and needs [81, 82]. Including sex workers should be an inte-
gral part of all phases of research and intervention, including design, planning, 
implementation, and evaluation. Given that sex workers already use diverse strat-
egies of risk mitigation to navigate physical spaces and client relationships, their 
agency should be respected and built upon to move towards respectful, sustain-
able, realistic, and effective solutions.
In indoor venues, community empowerment and mobilisation efforts have 
been employed in various ways reflecting the diverse needs of sex workers at 
both the individual and structural level. Within such venues, the promotion of 
collective efficacy in the form of sex workers looking out for each other can be 
incredibly protective and supportive. Connection, even in informal ways, can 
help to promote self-efficacy, self-esteem, negotiation skills, and personal safety 
skills, all of which have been shown to reduce the risk of HIV/STI, experiences 
of violence, alcohol and substance use, and debt [79]. Peer education within 
venues—or the use of peer workers for outreach (or “in-reach”, as described by 
Empower)—can also build community among sex workers and be an effective 
tool for conveying health and safety information [83]. For example, Stella, a sex 
worker organisation in Montreal, produces working, safety, and rights guides 
designed by and for sex workers, including specific guides for strippers, clients, 
and people who use drugs [84].
The establishment of peer-run and led sex worker collectives, like Empower 
and others, represents a powerful model for community organising. For instance, 
sex worker collectives play a major role in the promotion of OHS as they often 
help people navigate exploitative or coercive working conditions and/or prob-
lems with venue managers, owners, or landlords. This is important as sex work-
ers typically do not have legal support when making complaints against 
employers and often do not want to damage relationships with management [84]. 
Sex worker collectives can instead leverage their collective power to put pressure 
on operators to improve working conditions or work collaboratively to establish 
better business practices [84]. More broadly, greater ownership and management 
of sex working spaces, like the Can Do Bar, can be incredibly important for 
ensuring that sex workers have safe and equitable working conditions.
Community mobilisation and advocacy are also fundamental to addressing 
rights abuses against sex workers [85]. Sex worker collectives and rights organ-
isations have played a substantial role in fighting the policies that threaten the 
health and safety of indoor sex workers. Organisations like the Bar Hostess 
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Empowerment and Support Programme (BHESP) in Nairobi used their collec-
tive power to confront violence by going to the courts and publicly advocating 
against police and client brutality [86]. Similarly, Empower Thailand organised 
to draw attention to police raids of indoor venues and entrapment practices that 
violate sex worker rights, and are fighting for decriminalisation. Such efforts 
have been successful. In New Zealand, the New Zealand Prostitutes Collective 
(NZPC), established by a small group of indoor sex workers, was at the forefront 
of decriminalisation efforts in the country and they continue to use their power to 
support migrant sex workers, who remain criminalised under the Prostitution 
Reform Act.
As these examples show, community empowerment—through peer leader-
ship, collectivisation, mobilisation, and advocacy—is a form of social justice. It 
is both a social process and a structural intervention that challenges the diverse 
factors undermining sex workers’ rights and equality [83, 87]. Importantly, the 
breadth and success of these efforts stems directly from the centering of sex 
worker expertise and control. To ensure that interventions are effective and 
responsive to sex worker needs, it is therefore imperative that sex workers have 
meaningful ownership over interventions. Interventions that bridge community-
led processes with structural targets—aiming to alter the very power relations 
that lead to inequities [41, 88]—show great promise for effectively supporting 
sex workers to achieve the goals that are most important to them.
Third, explicit attention must be given to changing punitive policies that affect the 
health and rights of sex workers and third parties in indoor venues. Widespread 
support for the OHS of sex workers has been limited by the criminalisation and 
coercive regulation of sex work, as well as by moral discourses denigrating indi-
viduals for the work they do [49]. Shifting the policy environment and counter-
ing stigmatising practices are essential components of supporting sex workers, 
both within indoor venues and in other spaces.
There is consensus among sex work activists and public health and human 
rights organisations (e.g. UNAIDS, WHO, Amnesty International) that full 
decriminalisation of all aspects of sex work is essential to promote the health and 
human rights of sex workers [89–91]. This includes not only sex workers, clients, 
and third parties, but also those indirectly associated with sex work, such as hair-
dressers, taxi drivers and the children of sex workers. In contexts such as New 
Zealand, where sex work has been fully decriminalised (but only for New 
Zealand citizens), research demonstrates many successes in terms of making sex 
work safer and improving rights across various sectors of the sex industry [92]. 
In Rhode Island in the United States, when indoor sex work was decriminalised, 
the indoor sex market increased in size, suggesting a shift away from more dan-
gerous outdoor settings, and rape offences and gonorrhoea incidence substan-
tially decreased [93]. Conversely, where changes in sex work regulation have 
made it harder to conduct sex work in indoor spaces—as in the 2018 legislation 
in the United States cracking down on online solicitation—the carrying out of 
sex work was pushed to often riskier outdoor, isolated, or less visible spaces [49, 
65]. Evidence from countries or cities where sex work is partially decriminalised 
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suggests that such measures can open doors to greater safety, but quasi-criminal-
isation still poses challenges to the full actualisation of sex workers’ rights, and 
to control over their bodies, working conditions, and safety [50].
Even in contexts without federal or state decriminalisation, changes in munic-
ipal laws or policing practices can have significant impacts on health and safety 
[4, 65, 94]. Such changes involve, among other things, putting an end to the tar-
geting of public solicitation, stopping workplace raids, eliminating sex work 
licensing practices or high fees for licences, getting rid of employee registration 
requirements, and helping sex workers to deal with violent clients.
Additionally, working with police to change their treatment of sex workers, 
with emphasis on the provision of support, rather than the practices of abuse or 
arrest, could make the everyday lives of sex workers safer [94]. Sex worker col-
lectives are especially important to this process, as they are a powerful force 
when it comes to creating change and holding law enforcement bodies account-
able for their actions against sex workers [94].
 Conclusions
This chapter highlights how physical, economic, social, and policy contexts shape 
the health, rights, and safety outcomes of indoor sex workers (see Fig.  12.1). 
Understanding the variety of spaces in which people work and how the characteris-
tics of sex work venues impact health and safety is essential to developing interven-
tions, programmes, and policies that support sex worker needs. Attention to indoor 
venues is especially important because these spaces have greater potential for estab-
lishing OHS standards, and also may provide substantial opportunity for collective 
organising given the close proximity of people working together. However, any 
efforts to improve the health and safety of sex workers must explicitly address the 
structural conditions that lead to power imbalances and which undermine sex 
worker agency and equality.
Broadly, the physical spaces in which sex work is conducted—including aspects 
of the built environment, workplace policies, and managerial practices—play a key 
role in determining working conditions within indoor sex work establishments. 
Economic factors like debt and financial exploitation can undermine sex workers’ 
autonomy, safety, and their ability to negotiate with clients, as can power imbal-
ances and stigma. Relationships with others in sex work, such as peers, owners, and 
managers, have the power to be beneficial or harmful, depending on the dynamics 
within the indoor venue. Underlying all of this, legal factors, especially criminalisa-
tion and punitive policing practices, challenge sex workers’ ability to protect them-
selves and establish safer work environments. However, as discussed, these factors 
often interact in ways that create complex challenges to health and safety on multi-
ple fronts. For instance, criminalisation and stigma often stand in the way of com-
munity mobilisation and, even though OHS approaches can be implemented in 
punitive legal contexts, criminalisation means that such efforts are unlikely to be 
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Fig. 12.1 Conceptual framework of indoor sex work risk environments, effects on health and 
safety, and best practices
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supported by labour laws holding employers accountable, leaving sex workers still 
without the necessary safeguards to protect their health [80, 92].
Given the structural nature of these threats to the health and safety of sex workers 
working in indoor venues, there is a need to challenge existing power structures and 
to advance sex worker rights. This includes promoting occupational health and 
safety, focusing on community mobilisation and engagement, and fighting for 
changes to punitive policies. A focus on these practices could directly impact sex 
workers’ health and rights, while also shifting the risk environment in which sex 
work occurs, to reduce the harms associated with this work. However, individuals 
affected by interventions and policies geared towards sex work are too often left out 
of the conversations that impact their lives. Moving forward, the approach of “noth-
ing about us, without us” must be prioritised and ultimately realised. Anything less 
serves as a continuation of the stigma and human rights violations that already 
unjustly plague communities of sex workers around the world.
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Chapter 13
Integrated Interventions to Address Sex 
Workers’ Needs and Realities: Academic 
and Community Insights on Incorporating 
Structural, Behavioural, and Biomedical 
Approaches
Sheree Schwartz, Nikita Viswasam, and Phelister Abdalla
 Introduction to Integrated, Multi-component, Multi-level 
Interventions
Sex workers experience threats to their physical and mental health from varying and 
intersecting factors [1–4]. As described in previous chapters, stigma, human rights 
violations, exposure to violence, unintended pregnancy, HIV, and other STIs create 
complex health inequities that are less likely to be addressed through interventions 
focusing on one type of ‘risk factor’. Recognising that individuals reside in complex 
environments influenced by multiple levels is thus essential for designing interven-
tions [5, 6]. The health outcomes of sex workers are impacted at varying levels, 
from individual and interpersonal factors, to community and policy factors [7]. 
Examples of these factors at different levels include sex workers’ clients refusing to 
use condoms, which increases risk of acquiring HIV and other STIs; stigma and 
discrimination from healthcare providers hindering sex worker’s engagement in 
health care; and physical and sexual violence by clients, partners, and law enforce-
ment officers targeting sex workers [1, 4, 7–9]. Furthermore, laws that criminalise 
sex work play a critical role in reinforcing marginalisation, perpetuating stigma and 
undermining violence prevention efforts and access to health care [10]. The exis-
tence of these multi-level factors suggests that narrowly focused interventions 
addressing a single disease or issue are unlikely to succeed. Addressing multiple 
layers of marginalisation calls for multi-level, integrated interventions.
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The goal of this chapter is to introduce the concepts of layered, multi- component, 
and multi-level interventions and explore the ways in which interventions can 
address sex workers’ needs through a combination of structural-, behavioural-, and 
biomedical-level activities. Critical to this goal is recognition that intervention suc-
cess will only be achieved if perspectives, priorities, and leadership by sex workers 
drive the approach.
To begin, we discuss types of interventions, including integrated and multi- 
component interventions, as well as biomedical, behavioural, and structural 
approaches to interventions. An integrated health intervention is one that uses 
two or more approaches to address an underlying health need or problem. For 
example, integrated health services for cisgender female sex workers might include 
HIV prevention and/or treatment provision alongside provision of contraception, 
thus integrating family planning and HIV care. Similarly, a multi-component 
intervention is one that includes multiple activities as part of the overall approach. 
This could be an integrated approach in which sex workers receive multiple services 
at one location, or it could be that different components are offered at different times 
and different places, but all with the common goal of addressing underlying vulner-
abilities or needs.
Component parts of interventions may use biomedical, behavioural, or struc-
tural approaches (Fig.  13.1). Biomedical interventions use clinical or medical 
approaches to address health outcomes. In the HIV field, pre-exposure prophylaxis 
Fig. 13.1 Structural, behavioural, and biomedical interventions
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(PrEP) to prevent HIV would be an example of a biomedical intervention to pro-
mote health among sex workers. Behavioural interventions focus on influencing 
or supporting changes in human behaviour. Using the HIV prevention example, 
behavioural interventions may support sex workers to continue on PrEP, often 
through motivating individuals and creating strategies or incentives to engage in 
positive health-seeking behaviours. Structural interventions attempt to alter the 
underlying context that shapes public health outcomes—through changing the eco-
nomic, political, legal, or social environment in which individuals operate. Examples 
of structural interventions might be legal reform or policy guidelines which decrim-
inalise sex work, provision of violence prevention interventions for sex workers 
which target police as potential perpetrators and violence mitigators, or empower-
ment programmes to build social support, resilience, and autonomy among sex 
workers. Addressing violence and incorporating referral into programming, address-
ing trauma and ensuring continued access to treatment and prevention during times 
of arrest or detainment are also essential. Multi-component interventions, which 
integrate elements across these three intervention types, are increasingly recognised 
as important to improving health outcomes, as each one attempts to address differ-
ent needs or barriers to positive health outcomes.
Interventions addressing a combination of biomedical, behavioural, and struc-
tural approaches are often multi-level interventions. Multi-level interventions seek 
to address needs or barriers to positive health outcomes which may stem from vari-
ous sources—namely barriers at the individual level, social and network level, the 
community level, and the legal/public policy level. These approaches recognise 
that individuals are not entirely independent beings, but rather are embedded and 
interact within environments that shape and influence their life outcomes. Thus, 
multi-level interventions are designed to influence a variety of actors—not just sex 
workers. Healthcare workers, police officers, and policymakers are all potential 
actors engaged in various types of multi-level interventions, in addition to sex work-
ers and their clients.
In summary, an integrated, multi-component intervention combines more than 
one intervention activity, targeting two or more of the three approaches (biomedical, 
behavioural, and/or structural). Not all integrated or multi-component interventions 
will include components across these areas. Typically, interventions spanning all 
three areas will also be multi-level in nature, as they tend to be targeting different 
barriers or facilitators to health. Community perspectives from The Kenya Sex 
Workers Alliance (KESWA) (Boxes 13.1 and 13.2) highlight why integrated, multi- 
component interventions including structural interventions are necessary for 
improved health outcomes among sex workers, even when biomedical health ser-
vices for sex workers are available [11].
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 Evaluation of Integrated Interventions
Evaluating interventions is necessary to determine the impact that services have on 
sex workers’ health outcomes and quality of life. Evaluation may be particularly 
complicated when interventions are integrated and multi-component. Did each 
component of the intervention work independently from the other, or did the inter-
vention components in combination produce a different effect than what might have 
been achieved in the absence of the other intervention? For example, if an interven-
tion addresses workplace safety, enhanced negotiation skills among sex workers, 
Box 13.1 Perspectives of the Kenya Sex Workers Alliance (KESWA) on 
the Impact of the Structural Environment on Violence Against Sex 
Workers in Kenya
The legal environment in Kenya is comprised of laws and policies that pro-
vide a framework to address sexual and gender-based violence. However, the 
existence of punitive criminal provisions hinders effectiveness of interven-
tions, particularly for key populations such as sex workers. These provisions 
allow law enforcement officers to abuse sex workers with impunity—for 
example, targeting sex workers and extorting them for sex in exchange for 
their freedom when they are unable to pay a bribe. Data from a KESWA sur-
vey suggest that sexual exploitation involving police officers is largely tar-
geted at female sex workers with 8.4% of sex workers in Kenya reporting 
demand for unprotected sex to secure their release. Fifty-two percent of sex 
workers consider law enforcement agents to be the greatest threat to their 
safety and security. This contributes to mistrust and general fear of law 
enforcement agents, discouraging reporting of violence with only 34.3% hav-
ing reported violence that they had experienced. Despite 50.6% of sex work-
ers having been part of forums organised for sex workers, legal awareness and 
human rights empowerment is not adequately covered.
The policy environment has played a major role in strengthening access to 
medical interventions for sex workers (e.g. HIV care), but has had less of an 
effect on other services required to address violence including psychosocial 
services, rehabilitation and reintegration, victim protection and legal support. 
These findings were reported by KESWA, the collective of Kenyan sex 
worker-led organisations in Silenced by Law: the Impact of the Legal 
Environment on Health, Safety and Protection in Relation to Sex Work related 
Violence in Kenya exploring six critical areas: legal reform, enhancing access 
to justice, legal awareness for sex workers, enhancing safety and security, 
enhancing health and social services and research. This report highlights the 
need for integrated interventions including structural, behavioural, and bio-
medical approaches to violence, sexual and reproductive health, and HIV/
STIs care to effectively improve sex worker health and well-being.
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and provision of free condoms and lubricants, do these interventions each work 
better when the other one is co-occurring? Similarly, were all components necessary 
for an effect or could the intervention have been sufficiently successful with a more 
minimal package? If the intervention did not work, might it have it succeeded if 
there had been an additional component added?
 Specifying the Intervention and Outcomes
Given the complexities described above, the first piece of evaluating any interven-
tion—and particularly integrated, multi-component interventions—is intervention 
specification [12]. What exactly is included in each component of the intervention? 
Who is delivering and who is receiving the intervention? When will it be delivered, 
where, how much, and for how long? Are the components envisioned to operate 
independently or is there a specified sequence of the components? Clear specifica-
tion is necessary to facilitate reproducibility of results, compare the effectiveness of 
intervention components, and to evaluate the extent to which effect or lack of effect 
is due to how well the intervention was implemented. For example, did the interven-
tion fail because it did not work, or because parts of it were not implemented fully 
or correctly as specified?
Clearly outlining activity details and adaptations will ensure that successful 
achievements can be tried in other settings. Further, clear articulation of actors and 
steps should reveal the centrality of the sex work community to intervention design 
and implementation. Are sex worker priorities represented in the listed activities? 
Are sex workers taking on leadership activities in formative phases to design inter-
ventions? Are they implementing components of the interventions? For each of the 
components—who was the source of the intervention—were components deter-
mined by external stakeholders or do they emanate from sex workers themselves?
Community perspectives from KESWA (Box 13.2) highlight various compo-
nents of a sex worker-led multi-level, multi-component intervention that is currently 
being implemented to address violence faced by sex workers in Kenya. Approaches 
include law reform [13], enhancing access to justice [14–16], legal awareness for 
sex workers [14–16], enhancing safety and security [13, 15, 17], and enhancing 
health and social services [15]. Future evaluation of the effectiveness of this 
 multi- component approach in Kenya at reducing threats to health, stigma, and dis-
crimination experienced among sex workers will be critical.
Finally, evaluations must consider a broad array of health outcomes to monitor 
success. Outcomes must include those most prioritised by the sex worker commu-
nity, such as violence and fear of violence, and other human rights abuses. Focusing 
only on HIV or STI-related outcomes is insufficient as it ignores the broader context 
of change that is necessary to support health. Measurement of stigma, violence, 
human rights violations, and behaviours of healthcare providers, police, and clients 
will provide a clearer picture of the mechanisms of change. Additionally, measuring 
implementation outcomes such as intervention acceptability, adoption, appropriate-
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ness, feasibility, and fidelity of implementation as described by Proctor et al. can 
further ensure that intervention components are aligned to the needs and priorities 
of the sex work community [18].
 Challenges in Evaluation of Multi-component, Multi-level 
Interventions Among Sex Workers
Evaluation approaches which allow for comparisons across time periods and expo-
sure to interventions are important to promote evidence-based approaches, but this 
type of evidence is rarely gathered for sex worker interventions [19]. Community- 
led monitoring of intervention implementation and success should be incorporated 
and can ensure community-led insights are guiding implementation. Data reported 
are often cross-sectional (collected at one point in time) and thus provide little 
understanding of changes over time, which are typically needed to document 
impact. Programmatic data, while critical to monitor implementation success, often 
lack control groups for comparison—as everyone in the programme is typically 
offered the interventions. Thus, changes in outcomes over time may be attributable 
to the interventions, or they may have resulted from other co-occurring initiatives. 
Further, randomised controlled trials—in which one group is randomly allocated to 
receive an intervention and another receives the standard of care or an alternative 
intervention—have less frequently been implemented among sex workers. While 
randomised trials are critical for establishing the efficacy of many biomedical prod-
ucts, they are often less appropriate for understanding real-world implementation 
and, if implemented (such as a comparison of two strategies to implement the same 
evidence-based intervention), need to ensure equipoise. As such, intervention 
designs and evaluation will need to rely on more creative and observational meth-
ods, including causal inference approaches to account for selective outcome ascer-
tainment or to assess outcomes right before and after a policy was implemented, 
pre- and post-designs in which areas that were not implementing the intervention 
share pre- and post-data for comparison, as well as data reporting on the implemen-
tation process and outcomes [20, 21].
Finally, evaluation of multi-component, multi-level interventions pose unique 
challenges—including how to measure the impact of individual components when 
multiple components are offered, and evaluation of the need for each component, as 
each additional component will have additional costs and complexities. Similarly, 
structural interventions are often implemented at a macro-level (e.g. a change of 
policy) and thus variation of the exposure within an area is not even feasible [20].
These complexities should not discourage evaluation of interventions, but rather 
can be used as a platform to ensure meaningful engagement between sex work com-
munities, implementers, and researchers to explore opportunities to evaluate suc-
cess that are both robust and supported by the sex worker community. There are 
opportunities for more rigorous design—including use of quasi-experimental 
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designs [20], as well as the potential for randomisation of smaller component parts 
or the way that the intervention is delivered (e.g. by sex worker peers or by health-
care providers). Incorporation of sex worker preferences into the design and evalu-
ation plans and activities should be prioritised from the outset and can be achieved 
through both quantitative and qualitative approaches [22], as well as community-led 
monitoring.
 Evidence of Impact of Integrated, Multi-component 
Interventions
There are single component sex work interventions with varying degrees of effec-
tiveness to promote health outcomes. Interventions include condom and lubricant 
distribution, legal reform, and other structural interventions with police to reduce 
condom confiscation, discrimination, and violence perpetration, as well as advo-
cacy measures to support access to justice for sex workers experiencing violence 
[15, 23, 24]. Direct health service delivery is the most common strategy applied, 
including screening and treatment programmes for sexually transmitted infections, 
voluntary HIV testing programmes, antiretroviral therapy provision, and compre-
hensive family planning services. However, there is growing recognition of the need 
to layer services with community mobilisation efforts to build advocacy and social 
cohesion among sex workers, interventions to prevent gender-based violence, and 
community empowerment efforts to address unsafe work environments, violence, 
structural discrimination, and address education needs [25]. Furthermore, laws 
criminalising sex workers, clients, and third parties have been demonstrated to neg-
atively impact health outcomes [24, 26]. Thus, while single interventions may result 
in some important improvements and may be easier to assess, they are unlikely to 
achieve sustainable population-level impact or to sufficiently address the multi- 
pronged factors and health concerns faced by sex workers. Thus, we review the 
evidence of integrated, multi-component interventions on health outcomes.
Of note, there are many sex worker-led interventions globally that target struc-
tural reform, advocate for sex worker protections, and promote and implement ser-
vice delivery. Interventions determined by the community to have benefit are often 
continued and de-implemented where benefit is not observed; however, external 
dissemination of evaluation efforts is often lacking, limiting the creation of a robust 
evidence base. Funding has prioritised the implementation and evaluation of pri-
marily biomedical and behavioural intervention approaches, and many of the struc-
tural initiatives remain unevaluated. As such, structural approaches remain 
under-represented in evidence syntheses, including the evidence presented in the 
following sub-sections. Further efforts to evaluate and capture lessons learned from 
sex worker-led and community-based interventions, especially addressing struc-
tural factors, therefore remain needed to fully capture impacts on outcomes and 
should be supported through funding and skills transfer initiatives to build capacity 
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in evaluation, dissemination, and communication. Further financial support for sex 
worker-led organisations to drive evaluations of their interventions is critical, and 
consideration of potential partnerships with advocates in the research community to 
support training in evaluation methods may represent an important opportunity for 
collaborative work. Frequently, the model is for researchers to approach sex work-
ers with ideas, but this paradigm can be turned upside down and would benefit both 
the sex worker and research communities.
 HIV and STIs
For many years, condom provision and promotion were the primary methods of 
HIV and STI prevention programmes. In the 1990s, the 100% Condom Campaign 
in Thailand combined condom provision, mass marketing, and policies to promote 
condom use in sex work establishments to reduce HIV incidence and prevalence in 
Thailand [27]. Although this is an example of a structural intervention that achieved 
prevention success, the programme reinforced coercive environments rather than 
promoting empowerment, was not designed or led by sex workers, and is an exam-
ple of top-down approaches to reform which have been widely condemned by the 
sex work community [28].
Increasingly, multi-component, multi-level strategies are moving beyond con-
dom provision and promotion alone as prevention strategies. A systematic review of 
combination prevention interventions implemented in sub-Saharan Africa published 
from 2000 to mid-2016 found that, generally, multi-level interventions mediated by 
peer educators increased condom use [29]. Evidence of impact on new HIV and STI 
infections, however, was more mixed. Large-scale HIV and STI prevention pro-
grammes have demonstrated substantial decreases in both HIV and STI prevalence 
over time in Benin, Cote d’Ivoire, and Burkina Faso [30–33]. However, none of 
these studies were randomised and may potentially reflect underlying secular trends 
over time rather than an effect attributable to the interventions implemented. Among 
eight randomised trials during this time, only the Kenyan trial focused on peer sup-
port and organisation empowerment. It also achieved STI prevention as demon-
strated by declines in STIs, though not on HIV incidence [34, 35]. Studies evaluating 
isolated interventions or comparing multi-component to isolated interventions rein-
force the need to combine more than one type of approach [36]. A randomised 
controlled trial in Madagascar among 1000 female sex workers found that peer 
condom promotion alone was not effective but, when combined with individual 
counselling, it reduced STIs by 30% after 6 months [37]. Outside of the African 
continent, multi-level interventions, which included strategies to modify environ-
mental conditions and support collective action implemented in Brazil and the 
Dominican Republic, have increased social cohesion and condom use, thus result-
ing in declines in STIs [38, 39], though experimental designs and demonstrated 
impact on HIV incidence are still needed.
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The Avahan study in India was the largest programme implemented to date to 
apply a combination prevention approach to reduce HIV incidence. It is notable as 
it included both individual-level, community-level and structural components. Peer 
outreach, counselling, condoms, needle and syringe exchange, clinic services, com-
munity mobilisation, and advocacy activities for sex workers and clients was imple-
mented in six states. Overall, results from repeated surveys and modelling indicated 
that HIV prevalence significantly declined in four out of the six states implementing 
the intervention [19, 40]. Although the evaluation approach (mathematical model-
ling) has been considered controversial, an estimated 202,000 infections were 
averted during the study [40–42].
Community-based research approaches—including community empowerment 
interventions that seek to change social environments alongside condom provision 
and promotion and biomedical solutions—remain crucial as the importance of 
addressing structural challenges to prevention and care are increasingly recognised. 
A comprehensive review and meta-analysis of community empowerment analyses 
spanning eight projects demonstrated a positive impact on HIV and STI prevention 
associated with community empowerment approaches [43]. However, weak study 
designs were pervasive, geographic representation was limited, and few male or 
transgender sex workers were included in the studies. The authors concluded that 
there was a need to leverage empowerment initiatives as part of more comprehen-
sive combination intervention.
More evidence of impact of multi-component interventions to increase PrEP 
uptake, antiretroviral therapy (ART) coverage, and viral suppression among sex 
workers living with HIV is urgently needed. There is evidence that structural deter-
minants including mobility, incarceration, and punitive environments negatively 
impact ART use among sex workers [44]. Evidence from the community-based 
SAPPH-IRe sex work programme in Zimbabwe—including peer-led empowerment 
and mobilisation, and concurrent ART scale-up—resulted in increased ART cover-
age and viral suppression over time among female sex workers. These results were 
also seen in the broader population. Modelling suggests the importance of these 
interventions in altering the epidemic curve [45]. Yet the SAPPH-IRe combination 
prevention trial—including community mobilisation, HIV testing, ART, and PrEP—
did not show significant reduction in HIV infections or viral suppression despite an 
uptake of services, reminding us again that individual-level impacts do not neces-
sarily result in population-level effectiveness [46].
Evidence of the impact of legal reform on HIV outcomes remains limited. There 
is now substantial evidence pointing to the HIV-associated risks related to criminal-
ised legal environments for sex work [10, 47, 48]. Modelling studies suggest that 
decriminalisation of sex work would have the biggest impact on reducing HIV inci-
dence among sex workers, yet lack of policy changes limit the real-world evaluation 
of this intervention [7, 23].
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 Sexual and Reproductive Health
Outside of HIV prevention and HIV/STI screening and treatment, the evidence base 
for integrated, multi-component sexual and reproductive health (SRH) interventions 
remains limited. There is a growing body of work documenting the vast unmet 
needs among sex workers for contraception, safe termination of pregnancy services, 
safer conception care and initiatives to prevent or address sexual violence [49, 50]. 
Yet global and region-specific systematic reviews have found that multi-component 
interventions with female sex workers pertaining to family planning, cervical can-
cer screening or sexual violence have been documented infrequently, and where 
evidence exists, it is limited largely to reports of service utilisation, rather than 
intervention effectiveness [51]. Differentiated care models which incorporate 
broader reproductive health choices including safer conception and termination of 
pregnancy interventions for female sex workers have rarely been implemented, and 
lack evaluation thereof. Globally, there is limited actual evidence for how to effec-
tively integrate reproductive health and family planning services into sex worker 
programmes [52]. While undoubtedly many sex worker programmes are offering 
integrated, multi-component services, this lack of data limits the evidence base and 
results in questions regarding implementation effectiveness and efficiencies.
The limited existing data demonstrate the need for more comprehensive multi- 
component interventions while indicating the challenges faced to delivering high 
quality integrated sexual and reproductive health care to female sex workers. In 
Cambodia, the SAHACOM programme used a multi-component package which 
included HIV/STI and reproductive health integration, as well as economic and 
behavioural empowerment approaches among women engaged in entertainment 
and sex work spaces. Results suggested an increase in contraception uptake and 
decrease in abortions and STIs, though more rigorous study designs of similar pro-
grammes including a comparator group are needed [53]. A separate study in 
Cambodia at a clinic frequented by female sex workers found no effect of integrat-
ing family planning services into facility-based HIV care [54]. In Madagascar, an 
RCT focused on peer education alongside clinic-based counselling on condom use 
found that in the absence of contraception integration, rates of unintended pregnan-
cies were high, as condom use varies across partner types [55]. A study in South 
Africa, Mozambique and Kenya found that more comprehensive efforts to integrate 
multi-level and multi-component comprehensive sexual and reproductive health 
services resulted in increased uptake of sexual and reproductive health services 
[56]. Future efforts to replicate successful designs and incorporate control groups 
and long-term effectiveness outcomes remain necessary.
Finally, it should be noted that sexual and reproductive health services are rele-
vant to male and transgender sex workers, but data documenting their reproductive 
health needs outside of STI treatment and condom/lubricant promotion are limited. 
Interventions to address screening for anal cancer, for example, are few, and more 
attention is warranted in this space [57–59].
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 Violence and Human Rights Violations
Human rights violations against sex workers have been documented globally, 
including physical and sexual violence from police, clients, and partners, and insti-
tutional discrimination in accessing health care, welfare services, and the criminal 
justice system [60–62]. Sex worker-led organisations have mobilised to implement 
human rights affirming strategies in this context [63, 64]. Crago profiled sex worker- 
led movements addressing human rights violations globally, such as South African 
National Sex Workers’ Network, Sisonke, which has led legal advice, crisis coun-
selling and advocacy for sex workers as well as alongside the South African Sex 
Worker Education and Advocacy Taskforce (SWEAT), challenging the state’s crim-
inalisation of sex work, arbitrary unlawful arrests by police and harassment of sex 
workers in court. Their efforts influenced the South African government’s recom-
mendations for the reform of laws criminalising sex work in order to reduce dis-
crimination and improve harm reduction activities among sex workers as part of an 
HIV prevention strategy [64]. However, a limited number of public health interven-
tions have addressed violence among sex workers, primarily seen in the context of 
HIV outcomes [65–67]. Even fewer are designed as integrated multi-level interven-
tions with activities targeting violence prevention, response, and/or other human 
rights violations. Examples of combination interventions addressing violence and 
human rights violations, however, are available from India [14–16], Kenya [17], and 
Mongolia [67], where activities focused on violence prevention, response, and/or 
police treatment of sex workers, involving capacity building around violence 
response mechanisms for health service organisations, training of police personnel, 
and individual-level skill-building for sex workers.
In India, a provincial programme by the Karnataka Health Promotion Trust, part 
of the larger national Avahan AIDS Initiative, took a structural and behavioural 
approach to addressing violence, partnering with district police heads and sex work-
ers to train police officers in HIV/AIDS, sex work, and the law [14–16]. Furthermore, 
sex workers were involved in community mobilisation, skills-building activities, 
and legal empowerment workshops along with 24-h crisis management response 
teams to address reported incidents of violence and advocates to assist in the event 
of wrongful arrest. A similar programme in Andhra Pradesh included the same strat-
egies as part of a community advocacy system, along with forming community 
action groups (CAG) [13]. Through the Karnataka initiative nearly all districts saw 
reductions in their violence reports. Sex workers with a longer duration of exposure 
to the programme were even less likely to report experiencing violence. Continued 
programme activities also found reduced rates of both police arrest among sex 
workers and arrests as part of arbitrary police raids. In Andhra Pradesh, the annual 
programme behavioural tracking survey found that in areas with active CAGs, the 
police were more likely to explain their reasons for arrest. Sex workers in areas with 
active CAGs reported a perception of fairer treatment by police compared to the 
year before. These programmes took structural and behavioural approaches to 
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addressing community-level barriers through police training and mobilisation, and 
individual-level barriers through legal empowerment and skill-building.
In Mongolia, a randomised controlled trial was conducted examining the effect 
of a combination HIV sexual risk reduction and microsavings intervention on vio-
lence from clients of sex workers [67]. Its behavioural component, the HIV sexual 
risk reduction intervention, involved skills-building sessions around identifying 
safety risks, negotiating safe sex, and avoiding unsafe situations. The structural 
component was a microsavings intervention involving a matched-savings pro-
gramme at partnering banks and training on financial literacy, business develop-
ment, and vocational mentorship. This trial found significant reductions in reports 
of recent client violence in both the enhanced intervention group (behav-
ioural  +  structural interventions) and standard groups (behavioural intervention 
only), though participation in the microsavings structural intervention did not fur-
ther decrease exposure to violence from clients beyond the behavioural interven-
tion alone.
In Kenya, the National Key Populations Programme took a multi-level approach 
to violence response. Adopting strategies as part of the National Guidelines for 
HIV/STI Programming for key populations, the Programme conducted trainings on 
violence and key population rights with implementing partner organisations. These, 
in turn, conducted educational activities around violence, rights, and reporting for 
both key population members and clinical and outreach service staff [17]. Some 
implementers also developed 24-h response teams involving peer educators and 
peer paralegals linked to clinicians and advocacy officials to assist participants dis-
closing violence and ensuring their direct delivery or referral to post-violence ser-
vices. Annual programme data between 2013 and 2017 revealed an increase in the 
number of sex workers reached.
Along with the public health interventions described above, KESWA has pro-
posed creation of a multi-level multi-component intervention addressing the legal 
and structural barriers preventing those who experience violence from access to 
justice (Community Case Study Part II). Some such interventions have been tested 
and cited in public health intervention literature. These strategies—grounded in the 
experiences of, and advocacy by, sex workers to address the legal environment—
require further implementation and incorporation into multi-level public health 
interventions to build the evidence base around layered activities that increase the 
impact of interventions improving the health and well-being of sex workers.
 Mental Health and Drug and Alcohol Use
In addition to violence, poor mental health outcomes, drug and alcohol use, and 
their intersections with sex work have been shown to affect engagement in health 
care and preventative behaviours, including protected sex to reduce HIV risk [60, 
68, 69]. While HIV prevention and care programmes often include counselling 
components that provide referral to mental health and psychosocial services, there 
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is little evidence, however, of integrated, multi-component interventions that focus 
on addressing the mental health of sex workers. Some interventions involving harm 
reduction or substance use reduction have been documented [65, 70, 71], including 
limited multi-component interventions addressing substance use—one provided to 
sex workers using amphetamine-type stimulants (ATS), one addressing alcohol use, 
and another to sex workers using injection or non-injection drugs.
In Cambodia, a conditional cash transfer intervention was combined with 
cognitive- behavioural group aftercare sessions where participants who used ATS 
were supported in ATS harm reduction, self-efficacy, and skills building [72]. 
Evidence around the effectiveness of this intervention has not been released. In 
Mexico, varying combinations of interactive and didactic sexual risk reduction and 
injection risk reduction interventions were delivered to HIV-negative FSW in a 
 randomised trial in Tijuana and Juarez. Results indicated declines in needle-sharing, 
ranging from 71% to 95% across study sites and intervention types [71]. The facto-
rial design provided evidence that combining community and individual-level inter-
ventions was more effective. Further, more distal health impacts including reductions 
of HIV/STI incidence after 12  months were achieved in multi-exposure arms, 
including interactive sexual risk reduction components vs. didactic components.
Project Nova is a combination HIV prevention and microfinance intervention 
designed for women who engage in sex work and drug use in Kazakhstan [73]. This 
included an HIV risk reduction component and a microfinance component. HIV 
risk reduction activities included knowledge and skills-building in sexual and drug 
use risk reduction, including safety planning, and facilitators gave referrals to harm 
reduction and social programmes along with other medical and social assistance. 
The microfinance components involved financial literacy training and vocational 
training. A matched-savings programme was added to build self-efficacy and job 
skills, with the goal of further reducing sexual and injection drug use behaviours. 
Outcomes for this intervention have not been released.
 Evidence Gaps
 Summarising Gaps in the Evidence
There are several gaps in the evidence available. First, the evidence-base is over-
whelmingly driven by researchers, and, moving forward, there remains an urgent 
need for additional sex worker-led and sex worker-academic collaborative research. 
Sex worker-led programming is taking place in many settings, and there is a critical 
need for this evidence to be rigorously evaluated and disseminated. Participatory 
approaches that meaningfully engage the sex worker community across all stages of 
the research process are especially needed, in order to ensure intervention relevance 
and guide the study design and evaluation to define what successful outcomes will 
look like and how this may be ethically assessed. Secondly, very few data are avail-
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able from studies including male and transgender sex workers, and where they have 
been included, disaggregated results with adequate sample sizes are rarely avail-
able. Thirdly, multi-component strategies including the full range of prevention 
options are needed, as well as further data on how to improve treatment outcomes 
for sex workers living with HIV. Further, each of the non-HIV-related health out-
comes reviewed lacked a substantive evidence base. Evidence of effective, multi- 
component strategies to improve reproductive health and mental health outcomes 
were particularly scarce. Where data of successful interventions are available, attri-
bution of effect to intervention components was rarely possible. Finally, real-world 
evidence of the impact of legal reform is needed, but this first requires reform 
to occur.
 Addressing Gaps in Empiric Evidence Through Insights 
from Mathematical Modelling
Mathematical modelling of intervention effectiveness and combinations of inter-
ventions can provide insights into the potential for interventions—alone or in com-
bination–to achieve impact. In assessments of interventions among sex workers in 
the context of country-level HIV epidemics, modelling has been used to estimate 
cost-effectiveness of intervention coverage through the intervention impact on 
disability- adjusted life years [74, 75], as well as the impact of varying levels of 
intervention coverage on HIV infections averted in the sex worker community and 
the overall population [4, 76–78]. These include both prevention interventions, such 
as a PrEP [77], sexual risk reduction approaches including condom provision and 
improved STI treatment coverage among sex workers and clients [78], and interven-
tions addressing ART access [76].
Fewer modelling studies have examined scenarios comparing multi-level combi-
nations of interventions [79–81]. One important example of a multi-level, multi- 
component analysis by Wirtz and colleagues used the Goals model projection to 
model scenarios scaling up comprehensive community-empowerment-based HIV 
prevention interventions and expanded ART coverage in four countries [80]. In 
Kenya and Brazil, scaling the empowerment intervention among female sex work-
ers up to 65% coverage could reduce incident HIV infections by 10–12% over a 
5-year period. However, a scenario combining empowerment interventions with 
expanded ART coverage and equitable access to ART in the same period resulted in 
a 33–40% reduction in incident HIV infections among female sex workers. 
Separately, the Goals model also estimated that reducing violence alone against 
FSWs in Kenya from 32% to 2% resulted in a 27% reduction in incident HIV infec-
tions over 5 years [81].
These modelled data from Kenya and Brazil, alongside the aforementioned mod-
elling study around the potential prevention impact of sex work decriminalisation, 
demonstrate the potential for structural interventions. They particularly highlight 
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that integrated, multi-component interventions with structural components have a 
significant impact on the HIV epidemic [7, 80]. Still, empiric data which account 
for the messiness of real-world implementation and human behaviour are needed.
 Challenges with Evidence Creation
In the section above, we have noted substantial gaps in the evidence for integrated, 
multi-component interventions for sex workers. Challenges to the creation of a 
robust base of evidence are multiple; these include: limited community-led moni-
toring, meaningful academic-sex worker partnerships, ethically and scientifically 
appropriate comparison groups, teasing out of the individual and joint effectiveness 
of the different intervention components, and incomplete detailing of intervention 
components. Furthermore, while intervention approaches grounded in community 
empowerment have demonstrated impact on health engagement and outcomes, 
including through reductions in HIV and other STIs [43], this impact is nevertheless 
still limited by structural barriers to implementation, including criminalisation of 
sex work, violence, multiple forms of stigma and discrimination. UNAIDS has cru-
cially noted all of these as the foremost barriers to sex workers’ rights to health and 
well-being [82]. These challenges and suggested paths forward are described below.
From a research perspective, approaches are often led by academics with insuf-
ficient guidance and lack of design leadership from sex work communities. Further, 
the priorities of sex workers and clients may often fall outside of the scope of tradi-
tional funding sources, particularly the large-scale structural interventions which 
often require substantial investment. Conversely, sex worker-led programmes are 
commonly integrated, multi-component interventions; however, insecure funding 
streams for sex worker-led organisations often preclude cohort data from these 
interventions, and comparator groups are often not available. Trend analyses over 
time are important, but typically do not account for secular trends. For example, 
increased uptake of antiretroviral therapy among sex workers living with HIV has 
been documented in many settings, but these trends coincide with massive country- 
level scale-up of ART generally. Scientific rigour could be increased by the use of 
quasi-experimental designs including comparison groups or stepped-wedge designs, 
which incrementally (and randomly) roll-out interventions across areas [20]. 
Furthermore, policy changes implemented at the macro-level typically cannot be 
randomised. More rigorous approaches such as time-series analyses, instrumental 
variable analysis and regression discontinuity may be useful for evaluating these 
questions. These tools, however, have only infrequently been applied to sex work- 
related interventions [83–85]. Qualitative data collection and evaluations of imple-
mentation are also needed to triangulate available information and increase 
understanding of why interventions succeed or fail and how they may be further 
adapted to a given context.
Secondly, multi-component interventions, by definition, have multiple compo-
nents. Determining the comparative effectiveness of intervention components and 
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identifying which particular components contribute to success is often challenging. 
Were each of the pieces implemented as planned? Do the components have an addi-
tive effect, such that if you removed one component you may get less of a result, but 
still have impact, or is there a synergistic effect such that multiple components are 
needed to observe or magnify the effect (e.g. the sum is greater than the individual 
parts)? Similarly, if one component unexpectedly has a negative effect, the multi- 
component intervention impact may appear to be null, when in reality parts of the 
intervention worked well while other components were harmful. Designs testing 
combinations of interventions may be impractical; however, incremental testing 
which iteratively assesses components—and ideally is sex worker driven—may 
help to optimise multi-component packages [86].
Finally, many published reports and papers of integrated, multi-component inter-
ventions lack clear specification of intervention details. A general idea of the inter-
vention may be available, but clarity regarding specific intervention components 
and implementation details are often missing. Thus, replication of success may be 
difficult across settings, and even within national programmes interpretation and 
implementation of interventions may be uneven. Specification of details, such as the 
actor delivering the intervention (e.g. peer, counsellor, nurse), the dosage of the 
intervention components to be received, the duration of interventions, and the pre-
siding context is critical to understanding its effectiveness. Interventions will inevi-
tably need to be adapted to local contexts; however, clear specification can help to 
provide an initial evidence-based approach from which adaptation can occur. It 
should also be recognised that different individuals are likely to require different 
levels of intervention intensity. It may be efficient financially to tailor approaches if, 
for example, not all sex workers may benefit from every component of the interven-
tion package. However, the logistics of tailored implementation and perceptions of 
unfairness among sex workers may pose challenges. These are all questions that 
must be answered scientifically and through sex work community leadership when 
designing effective integrated, multi-component interventions.
 Conclusion
There is a growing understanding that addressing the multi-level barriers to 
improved health outcomes for sex workers will require integrated, multi-component 
responses. Programmes to address the needs of sex workers increasingly employ 
multi-pronged strategies. Evidence of the effectiveness of these approaches has not 
yet caught up. Structural interventions, particularly, are needed to address the envi-
ronmental conditions within which individuals live, work, and experience threats to 
health and well-being. Successful efforts will require a human rights-based approach 
that focuses on individual needs, assets, and opportunities, and addresses contextual 
barriers. Access to health care and a life free from violence and discrimination are 
tenets that must underpin each intervention component. This goal will increasingly 
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be realised if and when programmes are driven by sex workers with adequate fund-
ing and support from external partners.
Partnerships between community and academic researchers may help to ensure 
that standards of relevance, ethics, and rigour are met and are evaluated through a 
mixture of methods which infuse the voices and experiences of sex workers into the 
design, evaluation, and interpretation of sex work intervention research. In a time of 
increasingly limited resources, determining the right combination of strategies to 
achieve benefit is needed. Real-world conditions expose many implementation 
challenges that may not be immediately apparent when approaches are being con-
ceptualised. Determining the optimal approach, especially for those most margin-
alised, will necessitate strong engagement and leadership from the sex work 
community, careful measurement and evaluation, and funding prioritisation for 
community-led monitoring.
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 Epilogue
This edited volume brought together sex worker and academic perspectives to high-
light the unacceptable health and social inequities that sex workers continue to face 
across diverse global and policy contexts, as well as ‘best practices’ and opportuni-
ties for action across research, policy, and practice to advance sex workers’ health 
and human rights.
This volume was also authored during the COVID-19 era. COVID-19 has been a 
pandemic that reinforced inequities in almost every way, including state-sponsored 
discrimination and oppression of sex workers. This pandemic has reminded us that 
advancing the COVID-19 response requires us to take action to address inequities 
affecting marginalised populations, including sex workers, rather than ignoring or 
exacerbating them. At the same time, the pandemic also provides a real-time exam-
ple of the critical need for research involving sex workers to be grounded in mean-
ingful involvement and partnerships with sex workers. For example, a recent study 
from India has been cited as suggesting the potential utility of closing all sex work 
venues in India to curb COVID-19 transmission [1]. Studies such as these reinforce 
harms and can be avoided through meaningful partnerships with sex workers and 
sex worker-led organisations. Partnering with sex workers and sex worker-led 
organisations remains vital for ensuring that our focus is where it should be—that 
is, on research that can have meaningful positive impacts for sex workers’ health 
and human rights around the world.
Today, we have a wider range than ever of effective biomedical tools for HIV, 
STI, and pregnancy prevention, and there is strong evidence regarding policy 
reforms and changes to delivery of health services that are needed to support sex 
workers’ health and human rights. Yet, sex workers continue to face grave health 
and human rights inequities, due to continued lack of political will and investment 
addressing structural barriers. This edited volume shows the critical need to turn our 
attention to these interventions. These include policy reforms towards full sex work 
decriminalisation, scale-up of community-led programmes, and integration of vol-
untary, rights-based effective biomedical interventions, ideally through multi-level, 
combination intervention approaches. The perspectives described herein also clearly 
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highlight the willingness, capacity, and need for sex worker-led organisations to be 
meaningfully involved across all stages of research and interventions, from incep-
tion to implementation, service delivery, programme management, and ultimately 
evaluation and scale-up.
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